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The	 provision	 of	 mental	 health	 services	 for	 Deaf	 people	 in	 the	 United	 Kingdom	 is	
mostly	from	secondary	and	tertiary	health	care	that	caters	for	the	moderate	to	severe	
spectrum	 of	 mental	 health	 issues	 with	 little	 provision	 from	 primary	 care	 such	 as	
psychological	 therapies.	 Improving	 Access	 to	 Psychological	 Therapies	 (IAPT)	 was	
launched	in	2008	and	found	not	to	be	accessible	for	Deaf	people;	this	resulted	in	a	new	
BSL	 IAPT	service	being	set	up	 in	2011.	 	Deaf	people	were	not	able	 to	access	 the	BSL	
IAPT	 service	 because	 of	 how	 each	 Clinical	 Commissioning	 Group	 (CCG)	 commission	
services	 for	 their	 local	population.	Commissioners	do	not	have	evidence	to	show	the	




The	 aim	 of	 this	 study	 was	 to	 investigate	 the	 BSL	 users’	 relationships	 with	 their	
therapists	by	exploring	their	experiences	of	therapy	alliance	in	Deaf/Deaf	therapy	and	




Analysis	 (IPA)	 approach.	 	 Data	 were	 collected	 from	 8	 participants	 (7	 females	 and	 1	
male),	 who	 formed	 two	 groups:	 Group	 1	 had	 experienced	 therapy	 with	 a	 Deaf	
therapist	 and	 Group	 2	 had	 experienced	 therapy	 with	 a	 hearing	 therapist	 via	 an	
interpreter.	 	 Semi-structured	 interviews	 were	 conducted	 with	 all	 participants	 to	







with	 there	 being	 three	 people	 in	 the	 room,	 and	 feeling	 safe/unsafe	 in	 therapy	
situations.	 	 Some	 participants	 reported	 they	 use	 SSE	 instead	 of	 BSL	 due	 to	 the	
interpreter	 not	 capturing	 the	 essence	 of	 their	 disclosure.	 It	 seems	 that	 the	 client-
interpreter-therapist	 triad	 and	 the	 therapist’s	 lack	 of	 cultural	 competency	 causes	
complications	such	as	therapeutic	rupture	and	making	clients	feel	insecure,	frustrated	





Some	 of	 the	 findings	 suggest	 that	 Deaf	 people	 receiving	 therapy	 from	 a	 hearing	
therapist	 via	 an	 interpreter	 encounter	 negative	 experiences	 that	 are	 minimised	 or	




The	 study	 identified	 four	 recommendations	 for	 further	 research.	 (1)	 perspectives	 of	
Deaf	people	regarding	Deaf	therapists,	(2)	to	investigate	if	the	interpreters	process	of	
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Pagett	 and	 Susan	 Ramsdale	 for	making	 this	 study	 happen	 and	 having	 faith	 in	me.	 I	




not	 think	 you	 really	 fully	understand	how	much	you	have	 supported	me	 throughout	












































Deaf	 people	 who	 have	 low	 to	 moderate	 mental	 well-being	 problems,	 there	 is	 little	




Nevertheless,	 in	 2008,	 Improving	 Access	 to	 Psychological	 Therapies	 (IAPT),	 a	 new	
primary	care	service,	was	 launched.	 It	originated	from	The	Depression	Report	 (2006),	
commonly	 known	 as	 the	 ‘Lord	 Layard	 Report’,	 which	 provides	 NICE-approved	




counterparts	 because	 of	 the	 new	 commissioning	 landscape	 in	 primary	 care	 health	
provision.			
	
Mental	 Health	 Commissioners	 from	 Clinical	 Commissioning	 Groups	 (CCGs)	 are	 not	





get	 access	 to	 BSL	 IAPT	 but	 have	 to	 wait	 months	 before	 receiving	 therapy	 because	








There	 is	 dissonance	 amongst	Deaf	 people	 about	 this	 lack	of	 parity	 and	 the	 fact	 that	
their	requests	for	a	Deaf	therapist	are	being	ignored.	Moreover,	it	is	hard	to	argue	with	
Commissioners	 about	 the	 need	 for	 Deaf	 people	 to	 have	 a	 Deaf	 therapist	 without	










age,	 and	 throughout	 this	 period	 I	 was	 using	 the	 aural2	 method	 with	 very	 little	 sign	













I	 am	 aware	 of	 the	 impact	 of	 my	 position	 within	 this	 study	 as	 a	 Deaf	 person,	 and	 I	
believe	 that	 my	 knowledge	 can	 address	 ontological	 and	 epistemological	 issues.	






(KTP)	 Associate	 working	 with	 University	 of	 Central	 Lancashire	 and	 the	 BSL	 Healthy	
Minds	 team	 from	 SignHealth.	 BSL	 Healthy	 Minds	 provides	 low	 level	 intensity	
psychological	therapies	to	the	signing	population.		My	task	was	to	evaluate	the	service;	
review	 the	 training	 programme,	 business	 plans,	 and	 marketing;	 and	 make	
recommendations	on	how	to	improve	service	provision.			
	
There	 was	 a	 budget	 put	 aside	 to	 do	 a	 higher	 degree	 within	 the	 post.	 It	 was	 an	
opportunity	that	could	not	be	missed	and	the	area	of	study	could	be	anything	I	wanted	
to	do	as	long	as	it	was	linked	to	my	personal	development.		However,	through	my	KTP	
work,	 I	 had	 to	 look	 for	 evidence	 to	 back	 up	 statements	 linked	 to	 Deaf	 people’s	
experiences	of	psychological	therapies,	and	this	proved	to	be	difficult.		It	became	very	
obvious	 what	 I	 needed	 to	 do;	 I	 had	 to	 contribute	 to	 the	 research	 evidence	 pool,	
especially	with	 the	perspective	of	 a	Deaf	person	which	 is	 not	 commonly	 seen	 in	 the	
field	of	health	care	research	with	Deaf	people.		
	


























it	 provides	 an	 appropriate	 methodology	 to	 explore	 the	 Deaf	 participants’	 personal	
experiences	of	psychological	therapies	in	detail.			The	IPA’s	three	main	underpinnings	–	
phenomenology,	hermeneutics	and	 idiography	are	used	 to	explore,	 from	an	 insider’s	















are	 viewed	 and	 exist	 in	 society.	 Three	 models	 of	 deafness	 are	 identified,	 and	 Deaf	
culture	and	Deaf	identity	are	discussed	further.	An	overview	of	the	current	situation	of	







in	 detail.	 	 The	 chapter	 starts	 by	 looking	 at	 the	 ontology	 and	 epistemology	 of	 Deaf	
people,	 as	 this	 influences	 how	 the	 researcher	 approaches	 the	 study.	 	 It	 then	 shows	
how	 the	 Interpretative	 Phenomenological	 Approach	 (IPA)	 was	 implemented.	 	 This	





this	 chapter,	 eight	 participants	 are	 introduced	 individually	 to	 give	 the	 reader	
background	knowledge	to	lead	them	through	the	rest	of	the	thesis.	
	
Chapter	 Five	 is	where	 the	 findings	 are	 discussed	 in	more	detail	 and	 evaluated.	 	 The	






































This	 background	 chapter	 is	 structured	 in	 two	 main	 parts.	 	 	 The	 first	 part	 presents	
theoretical	frameworks	to	familiarise	the	reader	with	the	Deaf	population.		Topics	such	










Deafness	can	be	described	 in	different	ways.	 	Thomas	(2014:	8)	states	that	 it	can	 ‘be	
identified	and	quantified	by	a	person’s	ability	or	 inability	 to	physically	hear	a	 certain	
decibel	range,	discussed	as	a	disability	or	be	defined	on	a	cultural	identity’.			
	
There	 are	 three	 main	 models	 linked	 to	 deafness,	 which	 are	 (i)	 medical,	 (ii)	
social/disability	 and	 (iii)	 cultural-lingual.	 Each	 model	 has	 its	 own	 way	 of	 describing	






this	 over	 time	 as	 many	 Deaf	 people	 felt	 that	 they	 did	 not	 fit	 comfortably	 into	 this	
model	(Ladd,	2003).			The	medical	model	often	looks	into	the	problems	of	hearing	and	
‘fixing’	 that	problem	 through	assistive	 technology;	hence	 it	 takes	a	negative	position	







The	 “social/disability”	 model	 emerged	 from	 the	 medical	 model	 in	 the	 early	 1990s.		
Shakespeare	 and	 Watson	 (2002:	 4)	 describe	 its	 key	 element	 as	 the	 conception	 of	
disability	as	an	oppressed	group.	 	They	claim	 that	 ‘disabled	people	are	an	oppressed	
social	 group.	 	 [The	 social	model]	 distinguishes	 between	 the	 impairments	 that	 people	







as	a	human	experience.	 	 It	 is	generally	aimed	at	Deaf	people	who	use	sign	 language,	




The	 Deaf	 community	 is	 heterogeneous	 with	 many	 diverse	 backgrounds.	 This	




that	 ‘heterogeneity	 among	 d/Deaf	 populations,	 however,	 is	 not	 just	 about	 issues	 of	
identity	and	 representation	 that	cluster	around	what	we	might	mean	by	deaf	and/or	
Deaf.	 	 Like	 all	 people,	 d/Deaf	 people	 are	 diverse	 for	 multiple	 reasons,	 including	
sexuality,	 gender,	 ethnicity,	 and	 disability.’	 	 	 	 It	 is	 therefore	 important	 to	 take	 into	






primary	 focus	of	 this	 research	 is	British	Sign	Language	(BSL)	users,	 I	will	be	using	the	
capital	‘D’	throughout	this	paper.	There	is	one	exception	to	using	the	capital	D,	which	







ranging	 from	 education	 to	 employment	 and	 health	 (Ferguson-Coleman,	 Keady	 and	
Young,	2014).		There	are	no	accurate	records	of	how	many	Deaf	BSL	users	there	are	in	
the	United	Kingdom;	although	some	official	figures	have	been	produced,	they	do	not	
correlate.	 	 	 For	 example,	 the	 2013	Census	 (Office	 of	National	 Statistics	 [ONS],	 2013)	
documented	 22,000	 and	 the	 2009-2009	 GP	 Survey	 estimated	 125,000	 for	 England	
(IPSOS	 GP	 Patient	 Survey	 2009-2010),	 while	 Young,	 Ferguson-Coleman	 and	 Keady	
(2016)	conservatively	estimate	that	there	are	between	50,000	to	100,000	BSL	users.			It	
is	 apparent	 that	 there	 is	no	 clear	data	 recording	 system	 to	officially	note	how	many	






and	educated.	 	 It	 is	estimated	 that	around	90%	of	deaf	 children	are	born	 to	hearing	
parents	(Mitchell	and	Karchmer,	2004).	 	Many	parents	want	‘normalcy’	for	their	deaf	
child;	 a	 study	 by	 Steinberg	 et	 al.	 (2003)	 looked	 at	 the	 communication	 modalities	
parents	chose	for	their	pre-lingual	deaf	children.	A	high	proportion	opted	for	the	aural	
method,	 i.e.	 listening	 and	using	 speech,	 over	 sign	 language	because	 they	want	 their	
child	to	fit	into	a	society	that	mainly	uses	speech	to	communicate.		
	









of	 nine.	 	 The	 results	 were	 reported	 in	 terms	 of	 median	 scores,	 where	 half	 of	 the	
children	score	higher	and	the	other	half	score	 lower,	which	came	to	a	median	of	9.0	
years.		Poor	literacy	and	educational	attainment	has	a	knock	on	effect	that	continually	
impacts	 their	 everyday	 lives.	 	 An	 illustration	 of	 this	 would	 be	 employment;	
unemployment	 and	 underemployment	 of	 Deaf	 people	 is	 proportionally	 very	 high.		
AOHL	(2011:	11)	states	that	‘Deaf	people	are	four	times	more	likely	to	be	unemployed	
than	the	general	population,	even	when	there	are	 low	levels	of	unemployment’.	 	This	
can	 lead	 to	 social	exclusion	and	 isolation,	which	could	 in	 turn	cause	 low	self-esteem	
and	a	lack	of	confidence	and	social	skills	that	contributes	to	poor	mental	well-being.			
	
Deaf	 people	 experience	 inequality	 in	 their	 everyday	 lives.	 	 	 The	 health	 sector	 is	 no	
exception.	 The	 studies	 and	 reports	 of	 Deaf	 people’s	 access	 to	 healthcare	 all	 show	
communication,	 health	 knowledge	 and	 access	 to	 information	 as	 problematic	 (Kvam,	
23	
	
Loeb	 and	 Tambs,	 2007;	 Alexander,	 Ladd,	 and	 Powell,	 2012;	 Fellinger,	 Holzinger	 and	
Pollard,	 2012;	 Levine,	 2014;	 Emond	 et	 al.,	 2015;	 Keunburg,	 Fellinger	 and	 Fellinger,	
2016).	 	 	 Communication	 problems	 range	 from	 poor	 Deaf	 awareness	 among	
professionals	 to	 a	 dearth	 of	 interpreter	 provision.	 	 There	 is	 very	 little	 health	
information	 available	 in	 sign	 language	 which	 means	 that	 Deaf	 people	 have	 fewer	













health	 problems	 (Fellinger	 et	 al.,	 2012).	 	 	 Kvam,	 Loeb	 and	 Tambs	 (2007)	 compared	
mental	distress	 in	the	deaf	versus	hearing	population.	 	The	results	showed	that	Deaf	
people	 experience	 higher	 incidences	 of	 depression	 and	 anxiety	 than	 the	 hearing	
sample.		The	possible	reasons	behind	this	according	to	Kvam,	Loeb	and	Tambs	(2007:	












isolated	 in	 pockets	 and	 insufficient	 for	 the	 majority	 of	 deaf	 people	 in	 the	 country’	
(Levine,	2014:	462).	
	
Not	 all	 Deaf	 people	 access	 specialist	mental	 health	 services.	 	 They	may	 access	 their	
local	 mental	 health	 services	 using	 lip-reading,	 pen	 and	 paper,	 or	 sign	 language	
interpreters	(Alexander	et	al.,	2012).		Using	services	that	are	not	culturally	appropriate	
often	 leads	to	 further	problems	for	 the	Deaf	person,	 thus	they	are	disadvantaged	by	
this.	 There	 may	 be	 misdiagnosis	 due	 to	 a	 failure	 to	 give	 culturally	 competent	
assessments,	 and	 insufficient	 cultural	 awareness	 of	 their	 Deaf	 patient.	 	Most	 of	 the	
mainstream4	mental	 health	 services	 have	 a	 range	of	 self-reporting	 tools	 such	 as	 the	




could	 lead	 to	misdiagnosis	 and	 inappropriate	 treatment	 (Glickman	 and	Gulati,	 2003;	
Rogers	et	al.,	 2013).	 	 It	would	appear	 that	many	mainstream	services	are	not	aware	
that	such	issues	exist	for	Deaf	people.		Importantly,	the	issue	with	self-reporting	tools	
being	in	English	was	taken	on	by	Rogers	et	al.	(2013)	who	translated	the	PHQ-9,	GAD-7	
and	 WSAS	 into	 BSL	 and	 the	 translations	 were	 then	 validated	 and	 approved	 for	
assessments	 with	 Deaf	 BSL	 users.	 	 These	 translations	 are	 used	 with	 BSL	 fluent	














al.,	 2004;	 Munro	 et	 al.,	 2008;	 Leigh,	 2010;	 Gill	 and	 Fox,	 2012;	 Horton	 et	 al.,	 2012;	
Konig,	2012;	Cabral	et	al.,	2013).	
	
2.1.4. Psychological	Therapies  
	
Psychological	 therapies	 are	 a	 range	 of	 talking	 therapies	 treatment	 which	 involves	
talking	 to	 a	 trained	 therapist	 in	 order	 to	 help	 someone	 overcome	 their	 difficulties.			
Examples	of	such	treatment	are	Cognitive	Behavioural	Therapy	(CBT)	and	counselling.		
	
Historically,	 counselling	 provision	 for	Deaf	 people	 according	 to	 Corker	 (1994:	 4)	was	
‘best	described	as	ad	hoc,	piecemeal,	lacking	in	clear	philosophy	and	relevant	structure	
and	often	dependent	on	a	chance	encounter	in	the	institutional	corridor’.				This	was	the	
case	 for	many	Deaf	 people	 until	 the	 British	Deaf	Association	 delivered	 a	 counselling	
service	 in	 the	 late	1990’s	by	providing	counsellors	who	were	able	 to	work	using	sign	
language.	 	 This	 service	was	 reassigned	 to	 SignHealth5	 in	2010	who	 then	expanded	 it	
such	that	 it	has	become,	 to	date,	probably	 the	UK’s	 largest	provider	of	psychological	
therapies	 who	 employ	 and	 train	 culturally	 appropriate	 Psychological	 Wellbeing	
Practitioners,	 Counsellors	 and	Therapists	 (Flynn,	 2012).	 	 	 They	also	maintain	 a	 list	 of	
freelance	therapists/counsellors.	 	 It	must	be	noted	that	 there	are	other	services	 that	
provide	therapy	direct	 to	the	Deaf	community	 in	 the	North	East,	Cumbria,	and	areas	
surrounding	Bristol.		
	
The	 Department	 of	 Health	 (DH)	 commissioned	 a	 report	 ‘A	 Sign	 of	 the	 Times’	 (DH,	
2002),	 to	review	mental	health	services	for	Deaf	people.	 	This	very	timely,	 important	






service	 users,	 and	 issues	 arising	 from	 this	 were	 addressed	 in	 a	 follow	 on	 report,	
‘Mental	 and	Deafness	 –	 Towards	 Equity	and	Access’	 (DH,	 2005).	 The	DH	outlined	26	
recommendations,	 some	 specifically	 focussing	 on	 primary	 care	 provision.	 It	 is	 from	









In	 2008,	 Improving	 Access	 to	 Psychological	 Therapies	 (IAPT),	 a	 new	 primary	 care	
service,	was	launched.	It	originated	from	The	Depression	Report	(2006),	which	provides	
NICE-approved	 psychological	 therapies	 mainly	 in	 anxiety	 and	 depression.	 	 This	 was	
found	not	to	be	accessible	for	Deaf	people	as	highlighted	by	Flynn	(2012);	therefore,	a	
Deaf	 specific	 IAPT	 service	was	 developed	 in	 2011	 to	meet	 the	 linguistic	 and	 cultural	




This	 service	 is	 available	 to	 be	 commissioned	 through	 Clinical	 Commissioning	 Groups	
(CCG).	 	 However,	 it	 has	 been	 highlighted	 by	 Hulme	 (2015:	 453)	 that	 CCG’s	 are	 not	
meeting	the	needs	of	their	local	Deaf	communities.			She	states	that	CCG’s	‘are	starting	











Deaf	 people	 have	 and	 not	 increase	 them.	 	 	 The	 illustration	 (Table	 1)	 paints	 a	 visual	
picture	of	how	mental	health	 services	differ	 for	Deaf	and	hearing	people.	 	 The	 large	
doorway	has	many	people	walking	 through	with	 small	 bags	 (smaller	 burdens),	while	
the	 smaller	 doors	 way	 is	 being	 squeezed	 into	 by	 fewer	 Deaf	 people	 with	 big	 bags	






























A	comprehensive	and	systematic	search	strategy	was	 implemented	for	this	review.	 	 I	
accessed	databases	 that	might	 contain	 sources	associated	with	deafness	and	mental	
health,	 such	 as	 PsychINFO;	 PsychArticles,	 Psychiatry	 Online,	 Wiley	 Online,	 British	




Education,	 the	 International	 Journal	 on	Mental	Health	 and	Deafness,	 British	Medical	
Journal,	Sign	Language	Studies	and	American	Annals	of	the	Deaf.			
	
“Deaf	 and	psychological	 therapies”	was	my	 initial	 search	 term	 combination,	 but	 this	
did	 not	 result	 in	 very	 specific	 literature;	 what	 it	 presented	 was	 studies	 on	 mental	
health	 and	 deafness.	 	 Therefore,	 I	 broadened	 my	 search	 words	 and	 combinations	









literature	 was	 found:	 Mental	 health	 +	 Deafness	 (412),	 Deaf	 therapy	 (80),	 Deaf	























those	 included	 quantitative	 methods	 (6),	 children	 (1),	 professional	 views	 (4),	 meta-
analyses	 of	 literature	 (2),	 no	 ethical	 approval	 (1),	 and	non-mental	 health	 foci	 (3),	 so	
these	were	removed	from	the	search.			
	
Overall,	 10	 academic	 papers	 were	 identified	 to	 take	 forward	 for	 a	 final	 literature	
review	 on	 Deaf	 people’s	 experiences	 in	 psychological	 therapy.	 A	 detailed	 meta-
summary	 outline	 of	 each	 paper	 highlighting	 each	 study’s	 methodology,	 country,	
perspective,	 participant	 demographics,	 results	 and	 limitations	 were	 put	 into	 a	 table	








accessing	mental	 health	 services,	 (b)	 deaf/hearing	 therapist,	 (c)	 interpreters,	 and	 (d)	
cultural	competency.			Each	theme	will	now	be	discussed	in	more	detail	using	authors	





One	 of	 the	 first	 problems	 that	 Deaf	 people	 face	 before	 a	 therapeutic	 relationship	
ensues	is	accessing	the	service	itself.		Prior	to	accessing	a	service,	there	needs	to	be	an	
awareness	 of	 such	 a	 service.	 	 According	 to	 the	 study	 by	 Horton	 et	 al.	 (2012),	 Deaf	
people’s	 low	 level	 of	 awareness	 about	mental	 health	 services	meant	 that	 some	 are	
completely	unaware	of	what	is	available	to	them,	and	hence	they	do	not	access	such	
services.	 In	 addition	 to	 the	 lack	 of	 awareness,	 another	 barrier	 for	 Deaf	 people	 was	
actually	understanding	 letters	 they	 receive	 from	mental	health	 services	 (RNID,	2009;	
Cabral	 et	 al.,	 2013).	 	 Difficulty	 in	 understanding	 letters	 is	 related	 to	 the	 low	 literacy	
levels	of	Deaf	people	as	explained	earlier	in	this	chapter.		
	




the	 call	 at	 least	 three	 times.	 	 This	 shows	 a	 lack	of	 cultural	 knowledge	 that	 a	 service	
needs	to	possess	when	dealing	with	Deaf	people.		
	






mentioned	 interpreter	 issues	 ranging	 from	 access	 to	 actually	 being	 in	 the	 therapy	
session	 itself.	 	 For	 this	 section,	 interpreters	 as	 access	 issues	 are	 the	 focus	 and	
interpreters	 in	 the	 therapeutic	 alliance	 are	 discussed	 in	more	 depth	 later	 on	 in	 this	
chapter.		Most	of	the	participants	in	RNID’s	(2009)	study	commented	that	they	had	low	
expectations	when	 it	 came	 to	 interpreter	 access	which	 led	 to	 them	being	 frustrated	
and	 isolated.	 	 The	 study	 also	 highlighted	 additional	 obstacles	 such	 as	 the	 need	 for	
advance	booking.		A	participant	said	‘they’d	been	told	that	they	had	to	wait	maybe	two	
weeks’	 for	 an	 interpreter	 to	 be	 available	 for	 an	 appointment	 (RNID,	 2009:	 23).	 	 In	
contrast,	Deaf	 people	 from	Cabral	 et	 al.’s	 (2013)	 study	 found	booking	 interpreters	 a	
challenge	 as	 they	 were	 either	 told	 that	 there	 was	 no	 funding	 or	 were	 completely	
refused	 one.	 	 Problems	 securing	 qualified	 interpreters	 acted	 as	 a	 barrier	 to	 access	
highlighted	 by	 Horton	 et	 al.	 (2012)	 and	 DeVinney	 and	Murphy	 (2002),	 in	 particular	
when	it	comes	to	hiring	interpreters,	as	services	tend	to	go	for	the	lower	end	pricing	





Communication	 with	 clinicians/therapists	 was	 emphasised	 in	 most	 of	 the	 articles	
describing	 positive	 and	 negative	 experiences	 with	 Deaf	 and	 hearing	 therapists.		
However,	 six	 articles	 go	 into	more	 detail	 about	 Deaf	 people’s	 preference	 for	 which	
modality	they	would	like	to	use	in	therapy.			It	was	recognised	within	these	articles	that	
Deaf	people	were	more	comfortable	with	a	practitioner	who	is	able	to	sign,	and	even	
more	so	 if	 they	are	Deaf	 (Steinberg	et	al.,	1998;	Cohen,	2003;	Steinberg	et	al.,	2006;	
Cabral,	2013).				
	
Cohen	 (2003)	 looked	 into	 the	perspectives	of	Deaf	people	 in	psychotherapy	and	her	
participants	had	a	great	deal	to	say	about	their	experiences	of	working	with	Deaf	and	
hearing	 therapists.	 	 Jackie,	 a	Deaf	participant	who	uses	ASL,	 had	a	hearing	 therapist	





herself	 fully	 due	 to	 not	 being	 able	 to	 communicate	 with	 her	 therapist.	 Another	 of	
Cohen’s	participants	experienced	something	similar	but	with	an	interpreter.		He	said,	‘I	






but	 perceive	 a	 hearing	 therapist	 would	 know	 more	 ‘because	 they	 get	 a	 lot	 more	
incidental	 learning	 than	deaf	people…a	deaf	person’s	 perspective	 isn’t	wide	enough’,	
and	 Cabral	 said	 a	 reason	 for	 this	 could	 be	 ‘internalized	 stigma’8	 as	 one	 of	 her	
participants	said	that	‘Deaf	people	prefer	to	work	with	hearing	clinicians	[rather]	than	
Deaf	 people	 because	 they	 know	 more’	 (Cabral	 et	 al.,	 2013:	 652-653).	 	 	 A	 lack	 of	













may	 be	 characterized	 by	 negative	 feelings	 (about	 the	 self),	 maladaptive	 behavior,	 identity	













on	 the	 relationship	 that	 the	 therapist	 develops	 with	 the	 Deaf	 person,	 in	 a	 largely	
negative	 way	 (Steinberg	 et	 al.,	 1998;	 DeVinney	 and	 Murphy,	 2002;	 Cohen,	 2003;	
Munro	 et	 al.,	 2008;	 RNID,	 2009:	 Sheppard	 and	 Badger,	 2010;	 Horton	 et	 al.,	 2012;	
Cabral	et	al.,	2013).		Nevertheless,	there	were	some	participants	who	did	have	positive	
experiences	 using	 interpreters	 in	 therapy	 (Cohen,	 2003;	 Munro	 et	 al.,	 2008;	 RNID,	
2009;	Horton	et	al.,	2012).	 	An	example	of	 this	 can	be	seen	 in	Horton	et	al.’s	 (2012)	
study	where	 it	 is	 reported	 that	 a	Deaf	mental	health	user	was	 comfortable	using	an	
interpreter	 in	 therapy	 and	 perceived	 this	 as	 supportive.	 	 The	 use	 of	 interpreters	 in	
therapy	is	recognised	and	valued	(RNID,	2009);	however,	mental	health	providers	must	
not	 assume	 ‘that	 a	 presence	 of	 an	 interpreter	 ensures	 adequate	 information’	
(Steinberg	et	al.,	1998:	984).		This	is	further	supported	by	Horton	et	al.	(2012:	456/457)	







and	 Badger,	 2010).	 	 Secondly,	 there	 were	 several	 references	 about	 unqualified	







would	 be	 less	 confusing	 and	 more	 comfortable	 (Munro	 et	 al.,	 2008).	 	 Finally,	




uncomfortable	with	another	 individual	being	present	and	 ‘had	a	 fear	of	 things	being	





It	 is	clear	 from	the	 literature	that	 the	therapist’s	cultural	awareness	of	Deaf	 issues	 is	
important	to	this	group	of	clients	and	that	a	shortage	of	cultural	competency	leads	to	
negative	 emotions	 (Cohen,	 2003;	 Munro	 et	 al.,	 2008;	 RNID,	 2009;	 Davisdon	 et	 al.		
2012:	Horton	et	al.,	2012;	Cabral	et	al.,	2013).	Cohen’s	(2003)	participants,	referred	to	
as	 Al,	 Selma,	Marti	 and	 Belinda,	 each	went	 through	 negative	 experiences	with	 their	
therapist	due	to	this	 lack	of	cultural	awareness.	For	 instance,	Al’s	 therapist	gave	him	
additional	 anxiety	 and	 self-doubt,	 and	 Selma	did	not	 feel	 validated	by	her	 therapist.		
Furthermore,	one	therapist	gave	her	Deaf	client	hand-outs	to	read	which	were	full	of	




Cohen	 (2003:	 37)	 talks	 about	 the	 importance	 of	 the	 therapist	 sharing	 oneself	 in	 the	
process	as	it	‘instils	a	sense	of	hope	and	normalizing	the	experience’.		This	is	illustrated	
by	 Robin	 and	 Dana	 respectively,	 who	 state	 that	 ‘the	 fact	 that	 he	 was	 Deaf	 had	 an	





the	 client’s	 real	 problems,	 as	 a	 participant	 from	 Cabral	 et	 al.’s	 study	 (2013:	 246)	






Out	 of	 the	 10	 papers,	 only	 one	 study	 (Cohen,	 2003)	 explores	 the	 therapeutic	
relationship	in	detail.		Other	papers	tend	to	provide	a	more	superficial	appreciation	of	
the	issue,	eliciting	only	brief	anecdotal	comments	from	participants,	even	though	they	
are	 intended	 to	 be	 qualitative	 studies.	 	 	 However,	 the	 limitations	 to	 Cohen’s	 (2003)	
study	is	that	 it	 is	American,	such	as	the	life	experiences	of	American	and	British	Deaf	
people	 are	 different	 in	 terms	 of	 education,	 country,	 lifestyle,	 culture	 and	
environmental	factors.			Cohen’s	work	does	not	fully	explore	the	therapeutic	alliance	in	
detail.		For	example,	the	bonding	with	the	therapist	and	the	difference	between	Deaf	
and	 hearing	 therapists	 is	 not	 considered	 sufficiently.	 Furthermore,	 there	 are	 no	




This	 chapter	 provided	 a	 background	 for	 understanding	 on	 deafness,	 the	 Deaf	
population,	 their	 mental	 health	 needs,	 and	 psychological	 therapies.	 	 A	 literature	
review	highlighted	ten	studies	that	were	 investigated	 in	more	detail,	and	from	which	
four	common	themes	were	identified.			This	review	found	that	just	one	paper	(Cohen,	











This	 chapter	 discusses	 the	methodology	 that	 is	 used	 in	 this	 study.	 	 The	 first	 section	
discusses	Deaf	epistemologies	 that	potentially	 influence	the	choice	of	methodologies	
explained	 in	 the	 next	 section.	 	 The	 second	 part	 of	 this	 chapter	 looks	 at	 the	 cultural	
appropriateness	 of	 research	within	 a	 Deaf	 population;	 how	 the	 researcher	 positions	




For	 the	 purpose	 of	 this	 study	 design,	 I	 am	 focusing	 on	 Deaf	 people	 who	 use	 sign	
language	 and	 fit	 into	 the	 cultural	model	 of	 deafness,	 (as	 described	below),	 	 and	 the	





Before	the	study	design	can	be	determined,	 it	 is	 important	 to	 look	 into	the	ontology	
and	epistemology	of	Deaf	people	as	these	influences	the	choice	of	methodologies	and	
the	 shaping	 of	 the	 research	 design.	 Young	 and	 Temple	 (2014)	 identified	 the	








how	 Deaf	 people	 see	 and	 experience	 the	 world.	 The	 concept	 of	 epistemology	 has	
evolved	 over	 time	 and	 has	 different	 schools	 of	 thought	 but	 when	 it	 comes	 to	 Deaf	
epistemology;	 it	 is	 still	 an	 emerging	 field	 with	 new	 concepts	 from	 different	
contributors.	Ladd	(2003),	Holcomb	(2010),	Hauser	et	al	(2010),	De	Clerck	(2010),	and	
Young	 and	 Temple	 (2014)	 each	 bring	 their	 individual	 views	 as	 to	 what	 Deaf	
epistemology	 is	 and	 the	 consensus	 is	 on	 whether	 there	 is	 a	 place	 for	 ‘Deaf	
epistemology’.	 	 Ladd	 (2003)	 thinks	 that	 Deaf	 people	 experience	 the	world	 based	 on	
their	views	and	Sutton-Spence	and	West	(2011)	say	that	Deaf	people	are	what	they	are	
because	 of	 how	 society	 places	 people.	 Temple	 and	 Young	 (2014)	 found	 that	 with	
different	authors	having	different	views,	 there	 is	more	 than	one	explanation	of	Deaf	
epistemology,	hence	it	is	now	referred	to	in	the	plural	sense	as	‘Deaf	epistemologies’.			
	
Hauser	 et	 al.	 (2010:	 486)	 describe	 very	 clearly	what	 Deaf	 epistemology	 is,	 and	 they	
point	out	that	epistemology	 ‘constitutes	the	nature	and	extent	of	the	knowledge	that	
deaf	 individuals	 acquire	 growing	 up	 in	 a	 society	 that	 relies	 primarily	 on	 audition	 to	
navigate	life.’	 	They	go	on	to	say	that	 ‘Deafness	creates	beings	who	are	more	visually	
orientated	 compared	 to	 their	 auditorily	 oriented	 peers.	 How	 hearing	 individuals	
interact	with	deaf	individuals	shapes	how	deaf	individuals	acquire	knowledge	and	how	
they	 learn.’	 	 In	other	words,	Deaf	people	 see	 things	differently	because	 they	 cannot	
hear	 and	how	 they	grow	up	 in	 society	 very	much	 impact	on	 their	 learnt	 knowledge.	
Being	 a	 visual	 person	means	 that	 you	 are	more	 observational	 and	 learn	more	 from	
your	 surroundings;	 therefore,	 it	 is	 likely	 you	 become	 what	 you	 are	 through	 your	




With	 regard	 to	 Deaf	 epistemologies,	 the	 question	 to	 address	 next	 is	 how	 do	 Deaf	
people	see	and	experience	the	world?	Bahan	(2008:	83)	describes	deaf	people	as	those	






Truths’	where	 it	 tells	 a	 story	 of	 a	Deaf	 child	 breaking	 a	 bowl.	 The	 child	 looks	 at	 the	
shapes	of	the	broken	glass	in	awe	and	cannot	understand	why	the	hearing	people	did	
not	 look	at	 it	the	same	way	as	she	did.	Those	who	heard	the	sound	were	brought	to	
the	 room	 based	 on	 the	 noise	 of	 the	 smash,	 thus	 revealing	 a	 visual	 and	 auditory	













obtaining	 culturally	 specific	 information	 about	 the	 values,	 opinions,	 behaviours,	 and	
social	 contexts	 of	 particular	 populations’.	 Each	 qualitative	 method	 has	 its	 own	
theoretical	 and	 methodological	 approaches.	 For	 example,	 phenomenology	 explores	
and	 tries	 to	 understand	 the	 experiences	 of	 the	 participants’	 life	 world,	 whereas	
discourse	 analysis	 looks	 at	 the	 language	 in	 context	 and	 is	 ‘concerned	 with	 how	












it	 is	 a	 method	 that	 looks	 at	 human	 experience	 through	 analysing	 the	 person’s	




Husserl’s	 (1859-1938)	 concept	 of	 phenomenology	 ‘involves	 stepping	 outside	 of	 our	
everyday	 experiences,	 our	 natural	 attitude,	 as	 he	 called	 it,	 in	 order	 to	 be	 able	 to	
examine	 that	 everyday	 experience’	 (Smith	 et	 al.,	 2009:	 12).	 	 Stepping	outside	of	 our	
experiences	 is	commonly	known	as	 ‘bracketing’	or	 ‘psychological	reduction’.	This	can	
be	described	as	where	you	remove	all	your	prejudices,	your	predetermined	ideas	being	
noted	 and	 put	 to	 one	 side,	 to	 create	 pure	 phenomenological	 exploration	 of	 the	
experiences	(Carpenter,	2007).		However,	it	is	argued	that	bracketing	is	very	difficult	to	
do	 in	 phenomenology	 in	 particular	 when	 doing	 hermeneutic	 research	 (LeVasseur,	
2003)		
	
Heidegger	was	 a	 student	 of	Husserl	who	 took	 on	 all	 his	 teachings	 but	 differed	 from	
Husserl	 in	 his	 phenomenology	 concept.	 Cammell	 (2015:	 238)	 describes	 Heidegger’s	
view	of	being	in	the	world	is	‘we	who	are	close	to	ourselves,	we	interrogate	ourselves	
about	the	meaning	of	Being’,	and	that	was	when	the	hermeneutic	concept	was	born.	
Heidegger	 was	 also	 of	 the	 opinion	 that	 we	 should	 be	 looking	 at	 the	 individuals.		









2011,	p.	186).	 	Kafle	also	 states	 that	 ‘interpretations	are	all	we	have	and	description	
itself	is	an	interpretive	process.’		
	
Merleau-Ponty	echoes	 the	views	of	Husserl	and	Heidegger	but	 felt	 that	 they	did	not	
address	 how	 humans	 embody	 themselves	 into	 the	 world.	 Smith	 et	 al.	 (2009:	 19)	
supports	Merleau-Ponty’s	view	of	how	the	fact	that	‘the	body	shapes	the	fundamental	
character	 of	 our	 knowing	 about	 the	 world	 is	 critical	 to	 how	 we	 research’.	 Sartre	
focused	on	our	existence	in	the	world	rather	than	just	the	world	(Macann,	1993).	His	






this	 café’	 Sartre	 goes	 on	 to	 say	 that	 ‘It	 is	 an	 objective	 fact	 at	 present	 that	 I	 have	
discovered	 this	 absence,	 and	 it	 presents	 itself	 as	 a	 synthetic	 relation	 between	 Pierre	
and	the	setting	in	which	I	am	looking	for	him.		Pierre	absent	haunts	this	café	and	is	the	
condition	of	its	self-nihilating	organization	as	ground.’	Smith	et	al.	(2009:	20)	said	that	
if	 Pierre	 was	 there	 ‘the	 rest	 of	 the	 café	 would	 fit	 into	 place	 around	 him,	 and	 give	
texture	to	him.	 	 Instead,	Pierre	not	being	there,	his	nothingness,	 fixes	the	meaning	of	
the	 café	 for	 Sartre	 at	 this	 point	 in	 time.’	 	 It	 would	 appear	 that	 this	 changes	 your	
concept	 of	 being	 and	 perception	 of	 the	 world	 around	 you.	 Arguably,	 this	 questions	
how	 people	 perceive	 and	 place	 themselves	 in	 the	 world	 and	 this	 is	 the	 heart	 of	
phenomenology.		
	
In	 conclusion,	 phenomenology	 is	 a	 philosophical	 umbrella	 pulling	 together	 different	










Smith	 et	 al.’s	 (2009)	 Interpretative	 Phenomenological	 Analysis	 (IPA)	 has	 three	main	
underpinnings	–	phenomenology,	hermeneutics	and	idiography.		Idiography	focuses	on	
the	particular,	meaning	the	individual.		It	is	a	branch	of	nomothetic10	inquiry	which	is	a	
used	 considerably	 in	 psychology.	 	 Smith	 et	 al.	 (2009:	 30)	 argues	 that	 nomothetic	
inquiry	is	not	suitable	for	IPA	as	it	‘prevents	the	retrieval	or	analysis	of	the	individuals	











There	 is	 much	 literature	 focusing	 on	 the	 primary	 hearing	 researcher	 within	 Deaf	
research	(for	example,	Pollard	1992,	Harris	et	al.,	2009;	Graybill	et	al.,	2010;		Stone	and	








Researchers	who	have	Deaf	 participants	 in	 their	 studies	 are	 no	 different	 from	other	
researchers.		They	still	have	to	follow	ethical	practices	and	guidelines	(Singleton	et	al.,	





to	 carry	 out	 research	 that	 benefits	 the	 community.	 	 Pollard	 (1992:	 90)	 draws	 our	
attention	to	the	fact	that	‘the	research	must	benefit	the	host	community	in	ways	that	
are	recognized	and	valued	by	that	community,	not	just	by	the	researchers’.	 	 	 It	 is	also	
equally	 important	 for	 the	 researchers	 to	 take	 into	 account	 the	 epistemological	 and	





in	 the	 written	 format	 such	 as	 adverts	 and	 posters;	 upon	 expressing	 interest,	
participants	are	sent	an	information	sheet	with	in-depth	details	of	the	research;	filling	
in	 a	 consent	 form	and	other	paperwork	 relating	 to	 the	 study.	 In	 all	 research	 studies	







to	 informed	consent.	 	They	 found	some	poor	practices	of	 informed	consents	such	as	
participants	signing	consent	forms	without	being	fully	 informed	(i.e.	with	information	
not	having	been	provided	 in	sign	 language);	 in	a	study	about	Deaf	genes,	some	were	
unsure	 what	 their	 blood	 tests	 were	 being	 used	 for.	 This	 makes	 it	 all	 the	 more	
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important	 for	 researchers	 to	 be	 ‘ethically	 accountable	 for	 fully	 debriefing	 the	 Deaf	
participants’	 (Singleton	 et	 al.,	 2015:	 10).	 	 To	 ensure	 that	 Deaf	 participants	 are	 fully	





Deaf	 field.	 	 They	 describe	 insider/outsider	 status	 as	 ‘something	 that	 is	 constructed.		
Political	 ideologies,	 social	 forces,	 historical	 practices	 and	 ethical	 frameworks	 can	 all	
serve	to	construct	some	as	outsiders,	not	just	because	they	are	“other”,	but	in	how	that	
“otherness”	 is	 portrayed’	 (Young	 and	 Hunt,	 2011:	 11).	 Obasi	 (2014)	 brings	 up	
interesting	 points	 in	 her	 article	 about	 this.	 	 She	 is	 a	 hearing	 Black	 female	 who	 is	 a	
qualified	 sign	 language	 interpreter,	 and	 she	 interviewed	 a	 group	 of	 hearing	 black	
women	and	a	group	of	Deaf	women.		She	had	different	experiences	with	both	groups,	
describing	 her	 experience	 with	 the	 black	 women	 as	 ‘one	 that	 is	 underpinned	 and	
strengthened	by	experience,	knowledge	and	connectivity’	and	with	the	Deaf	women	as	





I	 perceive	 myself	 to	 be	 an	 ‘insider’	 as	 I	 am	 a	 strong	 cultural	 member	 of	 the	 Deaf	
community.	 There	 are	 pros	 and	 cons	 to	 being	 an	 insider.	 	 The	 pros	 are	 knowledge,	
access,	 interaction	 and	 knowledge	 of	 the	 community	 you	 are	 working	 in.	 	 One's	
subjectivity	can	thus	be	a	strength,	as	it	enables	insights	born	out	of	immersion	in	and	
affinity	 for	 a	 particular	 culture	 (insights	 that	 may	 be	 precluded	 to	 researchers	 not	
similarly	 situated).	 	 Alternately,	 the	 subjectivity	 of	 the	 researcher	 can	 be	 associated	
with	 risks	 of	 bias,	 for	 example	 blinding	 to	 aspects	 of	 the	 data	 that	 disconfirm	 or	
contradict	 strongly	 held	 beliefs.	 	 Nevertheless,	Greene	 (2014)	 argues	 that	 ‘the	 same	
warning	 may	 be	 made	 to	 outsider	 researchers,	 in	 that	 they	 may	 inadvertently	 hold	









Young	 and	 Temple’s	 (2004)	 research	 into	 qualitative	 methods	 and	 translation	
dilemmas	throws	up	plenty	of	interesting	debates.		They	discuss	whether	it	should	be	
declared	who	did	 the	 translation	as	 traditionally	 research	 in	 the	Deaf	 field	 is	 usually	
done	by	hearing	people	who	are	not	 fluent	 in	BSL.	 	Many	of	 the	 authors	who	write	































The	 study	 will	 investigate	 in-depth	 the	 BSL	 user’s	 relationships	 with	 their	 therapist,	











In	 qualitative	 research	 the	 methods	 used	 to	 establish	 trustworthiness	 include	
credibility,	 transferability,	dependability	 and	 confirmability	 (Guba	and	 Lincoln,	1994),	
whereas	 determining	 trustworthiness	 in	 quantitative	 research	 involves	 looking	 at	
internal	 validity,	 external	 validity,	 reliability	 and	 objectivity	 (Malakoff,	 2012).	 	 An	
example	 of	 comparison	 between	 qualitative	 and	 quantitative	 trustworthiness	 is	
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in	 qualitative	 research.	 It	 can	 be	 showed	 by	 adopting	 well	 recognised	 research	
methods;	 random	 sampling;	 triangulation;	 ensuring	 honesty	 from	 participants;	




time	for	the	 interviews	and	questioning	occurred	until	saturation	took	place.	 	 I	often	
summarised	and	 reinforced	what	 the	participants	 said	back	 to	 them	to	ensure	 that	 I	
had	 their	 true	 account.	 The	 translated	 transcript	 from	 the	 interviews	 allowed	me	 to	
revisit	 the	 data	 repeatedly	 to	 check	 emerging	 themes	 to	 ensure	 I	 remained	 true	 to	
participants’	accounts	of	psychological	therapies.		
	
My	 reflexive	 comments	 that	 were	 noted	 after	 the	 interviews	 and	 when	 I	 was	 re-
watching	 them	offer	 an	 extra	 dimension.	 	 An	 example	 of	my	 reflexive	 notes	 can	 be	
seen	 in	Appendix	2.	 	 	 The	comments	 I	made	were	 linked	 to	my	 feelings	at	 the	 time,	









through	 prolonged	 engagement	 and	 having	 thick,	 rich	 description	 of	 texts	 (Morse,	
2015).		The	participants	for	my	IPA	study	were	recruited	by	purposive	sampling	where	
numbers	are	purposively	small	 to	ensure	 in-depth	 full	data	 (Smith	et	al.,	2009).	 	 It	 is	




The	available	 literature	 relevant	 to	 this	 study	 is	 rather	 limited	due	 to	 it	being	a	very	
specific	 and	 new	 field.	 	 From	 what	 I	 had,	 I	 drew	 on	 how	 others	 addressed	 their	
research,	 theories	 and	 limitations.	 Such	 information	 would	 be	 ‘the	 number	 of	





































there	 should	be	 a	BSL	 version	 available.	 	 This	 is	 to	 ensure	 that	 participants	 are	 fully	
briefed	 about	 the	 study	 they	 potentially	 may	 be	 involved	 in	 and	 are	 able	 to	 make	
informed	 choices	 and	give	 informed	 consent	 (Young	and	Temple,	 2014).	 	During	 the	
interview	stage,	at	the	start	of	the	interview,	I	convey	through	BSL	the	whole	consent	
form	 (Appendix	 4)	 to	 ensure	 that	 the	 participants	 fully	 understand	 the	 implications.	








been	 research	 subjects;	 they	 may	 have	 been	 asked	 by	 BSL	 learners	 for	 help	 with	
assignments	which	 needed	 to	 be	 filmed;	 school/university	 assignments	 done	 in	 BSL;	







heterogeneous11	 group	 of	 Deaf	 people	 and	 included	 several	 factors	 to	 reduce	 the	
sample	 size	 (Smith	et	al.,	2009).	 	 	 The	 first	 inclusion	criterion	was	 that	 they	must	be	
sign	 language	 users;	 the	 second	 factor	 was	 they	 must	 have	 experienced	 therapy	






than	 a	 single	 study	which	 is	 usually	 no	more	 than	 five	 in	 each	 group	 as	 outlined	 by	
Smith	et	al.	(2009).		I	looked	at	the	population	size	and	used	my	experience	within	the	
Deaf	 community	 to	 come	up	with	a	 feasible	number,	whilst	 also	 taking	 into	account	













is	 used	 as	 a	 tool	 to	 pass	 on	 information)	 to	maximise	 the	 outreach.	 This	meant	my	
recruitment	 strategy	was	all	online.	 Facebook	 is	one	of	 the	biggest	online	 tools	with	
which	to	reach	people,	as	according	to	Ross	(2014,	p.	1),	‘Facebook	allows	you	to	reach	






















Seven	 of	 the	 interviews	 were	 arranged	 at	 the	 participant’s	 local	 GP	 surgeries.	 	 The	
reason	for	this	 is	that	the	participants	would	more	than	likely	have	had	their	therapy	







layers	of	 the	participant’s	 experiences	 (Smith	et	 al.,	 2009).	Due	 to	 the	nature	of	 the	
study	which	is	asking	about	people’s	experiences	of	a	phenomena,	for	best	results,	it	is	
paramount	 for	 the	 interviews	 to	 be	 open,	 allowing	 the	 participants	 to	 engage	 in	 a	
conversation	style	discussion.	 It	 is	also	 important	 for	 the	researcher	 to	attune	to	 the	
participant’s	 method	 of	 communication	 to	 ensure	 full	 rapport	 which	 is	 especially	
relevant	when	interviewing	Deaf	people	(Singleton	et	al.,	2015).	
	
The	 philosophy	 of	 the	 hermeneutic	 circle12	 by	 Heidegger	 and	 Gadamer	 was	 very	
evident	 during	 the	 interviews.	 	 Very	 often	 participants	 were	 asked	 to	 expand	 on	 a	
statement	that	matched	my	thematic	topics	so	that	 I	could	reduce	my	pre-conceived	
ideas	 on	 the	 subject.	 The	 pre-understanding	 and	 understanding	 of	 the	 hermeneutic	
















discussion	 with	 the	 participant.	 	 Such	 themes	 were	 “accessing	 therapy	 service”;	
“Understanding/addressing	 of	 Deaf	 issues”;	 “Alliance/bond”;	 “Transference/Counter-
transference”;	 and	 “personal	 preference	 for	 future	 therapy	 if	 needed”;	 and	


























via	 the	PIS.	 	The	Deaf	community	 is	very	 small	and	without	changing	obvious	names	
and	locations,	they	are	easily	identifiable.			
	
The	 study	 followed	 the	 requirements	 set	 out	 by	 the	 Data	 Protection	 Act	 (1998)	 in	
relation	 to	 data	 storage	 and	 confidentiality.	 It	 has	 been	 rigorously	 adhered	 to	 as	
anonymity	and	confidentiality	is	of	paramount	importance.			
	




The	paper	 trail,	 including	 consent	 forms;	 personal	 details;	 and	other	 paperwork	was	
locked	 in	 a	 filing	 cabinet	 with	 each	 participant	 having	 a	 file	 under	 a	 pseudonym.	
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I	 translated	 all	 the	 videos	 myself.	 Young	 and	 Temple	 (2004:	 168)	 say	 that	 the	




not	 find	 an	 English	word	 for	 a	 particular	 sign	 as	 it	was	 pure	 BSL	 that	 had	 no	 direct	
English	equivalent.	 	 I	 contacted	my	 research	peers	about	 these	 signs	and	asked	how	
they	would	translate	them.		This	practice	seemed	to	work	well.			
	
I	 took	 into	account	Smith	et	al.’s	 (2009)	 recommendations	on	how	to	deal	with	data	
analysis.	 	 I	 started	by	 immersing	myself	 into	 the	 text,	making	notes	 and	highlighting	
statement	 comments.	 	 As	 this	 process	was	 very	 time-consuming,	 I	 looked	 for	 other	
ways	of	making	it	easier.		I	came	across	Amedeo	Giorgi’s	data	analysis	procedure	and	I	
found	 similarities	 between	my	method	 and	 his.	 Even	 though	 Giorgi	 is	 a	 descriptive	
phenomenologist	rather	than	an	 interpretative	phenomenologist,	 I	 found	his	method	
for	reviewing	data	excellent.	Giorgi’s	(1985)	method	contains	four	essential	aspects	of	
data	 collection.	 	 The	 first	 is	 to	 gain	 the	 general	 sense	 of	 the	 whole	 by	 reading	 the	
whole	texts;	the	second	is	to	re-read	the	text	with	the	aim	of	discriminating	‘meaning	
units’,	i.e.	highlighting	statements;	the	third	aspect	is	to	go	into	detail	with	respect	to	















NVIVO	 enabled	 me	 to	 detail	 each	 interview	 transcript	 by	 putting	 them	 into	 many	
coded	themes,	and	over	 time	 it	became	clearer	what	 the	emerging	themes	were.	Of	




This	 chapter	 looked	 at	 the	methodologies	 used	 in	 this	 research.	 	 Justifications	were	
given	on	why	I	chose	to	use	the	interpretative	phenomenological	analysis.	Qualitative	














The	purpose	of	 this	 chapter	 is	 to	present	 findings	of	 the	 study.	 Six	 themes	emerged	
and	 each	 one	 has	 several	 supplementary	 sub-themes.	 	 A	 short	 introduction	 of	 each	
participant	will	 be	given	 to	enable	ease	of	 reference	and	 to	 contextualise	 their	 lived	
experience.	 	 Each	 theme,	 along	 with	 the	 sub-themes,	 will	 be	 represented	 in	 sub-






Kingdom.	 	 These	 ranged	 from	 areas	 in	 the	Northwest	 of	 England,	 the	Midlands	 and	
South	 of	 England.	 	 The	 study	 participants	 consisted	 of	 six	 white	 women,	 one	 Asian	







A	 short	 synopsis	 for	 each	 participant	 has	 been	 provided,	 in	 preparation	 for	 making	
reference	 to	 them	 throughout	 this	 chapter.	 	 Background	 details	 include	 their	 name,	

















through	 her	 local	 Improving	 Access	 to	 Psychological	 Therapies	 (IAPT)	 service.	 	 	 Her	







local	 IAPT	 service.	 	 His	 therapy	 modality	 was	 with	 a	 hearing	 therapist	 via	 an	
interpreter.		He	did	not	complete	his	course	of	therapy	as	he	had	to	stop	due	to	having	







Rose,	 a	 female	 in	 her	 early	 50s,	 comes	 from	 the	 Midlands	 and	 has	 received	
psychological	 therapies	 through	 various	 services.	 	 Her	 therapy	 modality	 was	 with	
hearing	 therapists	 via	 interpreters.	 	 Rose	 expressed	 that	 she	 preferred	 to	 be	 with	




modality	was	with	a	Deaf	 therapist	which	 she	 chose	 to	have	because	of	 the	ease	of	
communication.		
4.3.6.		 Hannah		



















The	 connection	 of	 themes	 and	 sub-themes	were	 identified	 using	 Braun	 and	Clarke’s	
(2006)	approach	to	data	analysis.		They	recommended	a	six-step	approach:	Step	1	is	to	
get	 familiar	with	the	data;	Step	2	 is	 to	do	some	 initial	coding;	Step	3	 is	 to	search	for	
themes;	Step	4	is	to	review	the	themes	to	check	if	they	work	with	others;	Step	6	is	to	
define	 and	 name	 the	 themes;	 and	 finally	 Step	 6	 is	 to	 start	 reporting	 the	 findings.	 	 I	
went	through	all	the	participant’s	transcripts	and	used	the	contextualisation	approach	
where	I	 looked	at	the	connections	to	identify	emergent	themes.	 	 I	 found	five	themes	
through	this	approach,	and	 I	 found	one	more	theme	when	I	searched	the	transcripts	
using	 NVIVO.	 With	 this	 new	 information,	 I	 reread	 all	 the	 narratives	 and	 identified	
safety	and	security	as	a	new	theme.		
	









































However,	 due	 to	 the	 large	 data	 set	 as	 opposed	 to	 individual	 case	 studies	 which	 is	














































“I	 do	generally	 find	 it	 hard	 to	 trust	 interpreters.	 	 I	 have	had	 to	use	 SSE	 to	






say	 to	 the	 counsellor	 is	 probably	 changed	 and	 what	 she	 says	 to	 me	 is	
changed.		This	causes	miscommunication	and	misunderstanding.”	




to	 the	 therapist.	 	 However,	 he	 felt	 this	 was	 not	 possible	 because	 of	 his	 distrust	 of	
interpreters;	 he	did	not	want	 the	 interpreter	 to	 ‘translate	 it	wrongly	or	make	 things	
up’,	 so	 instead	 he	 had	 to	 use	 Signed	 Supported	 English13	 (SSE)	 to	 ensure	 that	 the	
interpreter	understood	what	he	was	talking	about.			Even	if	it	was	done	in	SSE,	it	would	






“I	 told	 the	 interpreter	 that	 she	 had	 to	 relay	 exactly	what	 I	 say	 and	not	 to	
twist	anything.	[…]	You	can’t	change	things	in	court;	you	have	to	say	exactly	
what	they	say.	 	For	example,	 ‘Fuck	you’,	 I	would	not	expect	the	interpreter	
to	say	‘she	was	swearing	at	you’.		I	would	expect	her	to	say	‘Fuck	you’.		This	
is	 the	 same	with	 counselling,	 feelings	 are	 important	 to	 get	 across	 as	 this	








She	 seems	 to	 have	 poor	 trust	 in	 the	 interpreter’s	 ability	 to	 translate	 from	 BSL	 into	
English	as	she	describes	that	they	‘twist’	things.		It	would	appear	that	Rose	felt	that	the	
interpreter	 would	 display	 poor	 lexical	 choices	 that	 she	 thinks	 would	 not	 represent	
what	she	is	signing.	If	Rose	did	the	sessions	in	BSL,	she	feels	that	she	would	not	get	as	
much	 engagement	 from	 the	 counsellor	 because	 the	 interpreter	 would	 not	 translate	
her	 feelings	 correctly.	 Engagement	and	 rapport	with	 the	counsellor	 for	Rose	 is	more	
important	than	being	able	to	converse	in	her	first	language.		
	
It	 is	 quite	 interesting	 to	 note	 that	 individually,	 all	 the	 four	 participants	 who	 had	 a	
hearing	therapist	with	an	interpreter,	Natalie,	Isabella,	Hugo	and	Rose	had	trust	issues	
with	their	interpreters.	Interpreters	in	the	Deaf	community	come	with	mixed	reviews.			
There	 are	 excellent	 interpreters	who	 are	 trained	 in	 the	 area	 in	which	 interpreting	 is	
required,	for	example	mental	health	interpreting;	however,	the	number	of	interpreters	
that	fit	in	this	category	are	very	few.			Lack	of	training	in	such	areas	appears	to	have	an	
impact	 on	 the	 Deaf	 person	which	 often	 leads	 to	 distrust	 of	 the	 interpreter.	 	 	 Other	

















not	 talk	 about	 the	 situation	 directly.	 	 	 Natalie	will	 probably	 have	 been	 in	 a	 therapy	
session	where	 she	 is	 feeling	 emotional	 and	 sensitive,	 and	 the	 interpreter’s	 seeming	







































and	 the	 interpreter	 has	 reacted	 to	 what	 I	 was	 talking	 about,	 i.e.	 raising	
eyebrows	or	making	a	shocked	face.	I	think,	that’s	enough;	I	can’t	talk	more	









Natalie	 alluded	 that	 interpreters	 reacting	 to	 what	 she	 said	 made	 her	 hold	 back	
information.		It	appears	that	Natalie	had	to	be	conscious	about	what	she	says	in	order	
not	 to	 upset	 the	 interpreter	 whom	 she	 acknowledges	 is	 not	 a	 robot.	 	 She	 sees	 the	







“The	 three	 times	 I	 went,	 actually	 four	 times	 including	 the	 one	 where	 the	
interpreter	 never	 turned	 up,	 there	 was	 a	 different	 interpreter	 each	 time.		
Half	 an	 hour	 into	 the	 fourth	 session	 I	 told	 them	 I	 was	 feeling	 better,	 but	
actually	I	lied.		I	told	them	that	I	had	achieved	my	goal.		I	did	want	it	to	stop	
















Other	 factors	 contributing	 to	 ‘putting	 on	 the	 brakes’	 are	 the	 familiarity	 within,	 and	
smallness	of,	the	Deaf	community	and	its	limited	specialist	services:				
	
“As	 I	am	a	student,	 I	 regularly	use	and	see	 the	same	 interpreters,	and	this	




we	 start	 a	 lecture,	 she	 asks	 how	 I	 am,	 linked	 to	 yesterday’s	 counselling	




The	 ‘boundaries	 of	 separation’	 have	 resulted	 in	 Natalie	 deciding	 to	 stop	 using	
interpreters	in	therapy.		They	were	becoming	too	over	familiar	by	asking	Natalie	about	
her	last	therapy	session.	She	clearly	did	not	want	to	talk	about	this,	and	articulated	it	









confidentiality	 and	 should	 not	mention	 names.	 	 […]	 If	 the	 Deaf	 counsellor	




















The	 client’s	 bond	 with	 the	 therapist	 is	 one	 of	 the	 main	 foundations	 of	 a	 working	






I	 go	 into	 a	 session	 where	 I	 am	 in	 a	 mood	 and	 they	 don’t	 pick	 it	 up.		
Interpreters	do	pick	it	up	but	they	can’t	say	to	the	counsellor	‘her	mood	is	a	














say	 ‘Are	 you	 OK?’	 without	 having	 to	 say	 anything.	 	 The	 interpreter	 picked	 this	 up	
because	 in	 general,	 they	 are	 the	 epitome	 of	 cultural	 competency	 but	 they	 are	 not	
allowed	to	give	their	views	which	mean	it	does	not	get	addressed.		Natalie	alluded	that	















The	 bond	 seems	 to	 be	with	 the	 person	who	 can	 sign,	which	 in	Natalie’s	 case	 is	 the	
interpreter.	 It	 is	 important	 to	 Natalie	 to	 have	 a	 therapist	 who	 can	 sign	 and	 who	
intuitively	understands	her.				
	
“I	 felt	vulnerable	because	 I	 told	her	my	problem	and	 it	 immediately	hit	me	
that	she	did	not	understand	it	because	she	could	not	sign.			
	












a	 therapist	 who	 matches	 his	 experience	 of	 the	 Deaf	 world	 would	 enable	 him	 to	
engage.		
	
“I	 think	 this	 was	 the	 first	 time	 he	 met	 a	 Deaf	 person.	 I	 don’t	 think	 he	

























“We	 talked	 a	 bit	 about	 Deaf	 schools.	 […]	 With	 Jessica	 (Therapist),	 our	




In	 Hannah’s	 situation,	 the	 sharing	 of	 experiences	 made	 her	 bond	 with	 her	 Deaf	
therapist.	For	Hannah,	it	was	important	to	her	that	her	therapist	had	knowledge	about	
Deaf	 schools.	 	 It	 is	 one	 of	 the	 epistemological	 characteristics	 of	 a	 Deaf	 person	 to	
question	which	school	a	new	acquaintance	went	to	as	it	reveals	a	lot	about	a	person.		
It	 is	 apparent	 that	 if	 the	 therapist	 recognises	 the	 name	 of	 the	 school,	 this	 is	 highly	
beneficial	 as	 it	 gives	 them	numerous	 instant	 pieces	 of	 background	 knowledge	 about	
the	client’s	upbringing.		
	
“She	 knows	 the	 A	 -	 Z	 in-depth	 details	 of	 the	 Deaf	 world.	 	 It	 was	 very	














“They	 understand	 what	 it	 is	 like	 not	 being	 able	 to	 hear,	 they	 know	 the	
stressful	life	we	live	every	day,	and	they	know	what	we	are	going	through	as	








Sophie	 reiterated	 what	 Samina,	 Hannah	 and	 Charlotte	 feel	 about	 having	 a	 Deaf	





“I	 was	 wowed	 at	 the	 fact	 that	 he	 was	 able	 to	 respond	 to	 every	










Indeed,	 Charlotte’s	 bonding	 and	 therapeutic	 working	 relationship	 with	 her	 Deaf	
therapist	creates	a	powerful	vision.	It	is	clear	that	the	impact	of	having	a	Deaf	therapist	













were	both	 looking	at	me	and	 I	 felt	extremely	uncomfortable.	 	There	were	





process	 for	 Hugo	 to	 get	 to	 the	 therapy	 room	 probably	 would	 have	 been	 a	 difficult	
period	for	him,	 for	 instance,	recognising	that	he	has	a	problem	and	that	he	needs	to	
talk	about	it.		Therefore,	to	talk	about	your	innermost	feelings	to	one	person	is	difficult	


















Charlotte	 and	 I	 were	 having	 a	 discussion	 about	 why	 she	 would	 not	 have	 a	 hearing	
therapist.		She	said	that	she	would	feel	left	out	in	the	therapeutic	alliance.		She	alluded	
that	 this	 was	 because	 it	 would	 remind	 her	 of	 the	 lack	 of	 communication	 she	 had	
growing	up	with	her	family.			
	
“I	 did	 not	 have	 good	 family	 communication	 as	 I	 was	 growing	 up	 and	 the	


















































evokes	a	strong	visualisation	of	what	it	 is	 like	for	him.		 	 It	 is	hard	enough	to	maintain	





“I	 have	 spoken	 to	 the	Deaf	 person	 but	 she	 is	 very	 reluctant	 to	 receive	 it.		





to	 get	 Deaf	 therapy.	 The	 Deaf	 person	 did	 not	 want	 to	 receive	 it	 because	 she	 was	
worried	that	people	would	gossip	about	her.		This	kind	of	distrust	on	the	part	of	Deaf	
people	could	be	due	to	the	fact	that	they	are	often	let	down	many	times	when	asking	
for	 support,	 and	 that	 with	 the	 Deaf	 community	 being	 so	 small,	 it	 is	 inevitable	 that	
someone	will	know	someone	through	multiple	work	and	social	circles.	This	can	make	
badmouthing	and	gossiping	quite	 common	occurrences.	 	When	 this	 is	 applied	 in	 the	


























Natalie’s	 therapist	 kept	 asking	 questions	 about	 Deaf	 culture.	 The	 questioning	 about	
Natalie’s	Deaf	background	made	her	 feel	 that	 the	counsellor	was	not	addressing	her	


















“Having	 a	 hearing	 therapist	 is	 more	 hard	 work	 due	 to	 lack	 of	
communication;	 there	 is	 limited	 time	 in	 the	 sessions	 focusing	 on	 my	










Deaf	background,	which	school	 I	went	to,	how	I	grew	up,	how	I	 fought	 for	
access	 and	 explain	 many	 other	 issues.	 	 Once	 I’ve	 finished	 explaining,	 my	
session	will	have	ended,	and	I	would	not	be	able	to	talk	about	my	problems!	



















“When	 you	 are	 in	 the	 Deaf	 world,	 they	 do	 know	 your	 business	 and	 can	












can	 cause	 the	 participants	 to	 feel	 unsafe	 as	 described	 by	 Isabella	 and	 Rose.	 Both	


















Hugo’s	 experience	 of	 not	 feeling	 safe	 had	 quite	 a	 serious	 impact	 on	 him.	 The	
therapist’s	 lack	 of	 signing	 skills	 made	 Hugo	 realise	 that	 she	 did	 not	 know	 anything	
about	the	Deaf	community.		He	had	just	offloaded	his	problems	to	her	hoping	to	feel	
better,	only	to	grasp	that	she	did	not	understand.	This	doubled	his	vulnerability	which	
led	 to	 him	 drinking.	 	 	 For	 Hugo	 to	 feel	 safe,	 he	 needs	 to	 have	 someone	 who	
understands	his	Deaf	background.		
	
“It	 took	 three	 months.	 	 I	 told	 them	 I	 really	 needed	 it.	 I	 could	 feel	 myself	
sinking	deeper	into	depression.”			















“She	 had	 highlighted	 parts	 and	 showed	me,	 to	 ask	me	more	 about	 them.		






















“He	 knew	 how	 to	 respond	 to	 all	 my	 problems.	 	 He	 matched	 everything	




For	 Charlotte,	 the	 fact	 that	 the	 therapist	 was	 Deaf	made	 all	 the	 difference	 for	 her.	
Having	a	 therapist	who	 is	able	 to	guide	 the	client	 through	problems	and	explain	 in	a	






















“She	was	very	emotional.	 	She	felt	what	 I	 felt.	 	 I	 told	her	you’re	crying	and	
she	 said	 that	 it	was	 because	 she	 could	 feel	my	 pain.	 	 I	 thought	 she	 really	
cared	about	me.			
I:	Did	you	feel	that	you	had	an	alliance/bond	with	her?	(Interviewer)		







was	 not	 expecting	 the	 therapist	 to	 cry	 in	 sessions.	 	 Hannah	 believed	 that	 they	 hold	
back	emotions;	 it	 is	usually	the	client	that	cries,	not	the	therapist.	 	However,	this	has	










The	 findings	 raised	very	 interesting	 issues	 such	as	distrust	of	 interpreters	 (under	 the	
theme	‘safety	and	security’).	Interpreters	posed	a	problem	for	many	of	the	participants	
ranging	 from	 their	 lack	 of	 signing	 ability	 and	 culture	 competency	 to	 feeling	 exposed	
and	having	someone	else	 in	the	room.	 	 	Furthermore,	participants	talked	about	their	
powerful	 experiences	 of	 when	 the	 therapeutic	 alliance	 works	 which	 is	 having	 a	
therapist	 who	 fully	 understands	 the	 issues	 and	 offers	 shared	 experiences	 and	
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In	 this	chapter,	 the	main	 findings	 from	the	accounts	of	Natalie,	 Isabella,	Hugo,	Rose,	
Hannah,	Sophie,	Samina	and	Charlotte	 in	relation	to	their	experiences	of	therapy	are	
evaluated.	 	 In	 addition,	 general	 conclusions	based	on	 the	 findings	of	 the	 studies	 are	








shared	 decision-making.	 This	 was	 done	 by	 exploring	 their	 experiences	 of	 therapy	




This	 thesis	has	 looked	at	 the	 lived	experiences	of	 the	 study	participants	 through	 the	
phenomenological	 lens	 as	well	 as	 the	 lens	 as	 a	 Deaf	 researcher.	 Accordingly,	 this	 is	





The	 literature	 reviewed	 for	 this	 thesis	 found	 four	 common	 themes	 which	 are	 (1)	













This	 study	 found	 that	 the	 participants’	 levels	 of	 mistrust	 of	 interpreters	 were	
particularly	elevated,	and	the	distrusting	of	 interpreters	 is	highlighted	by	most	of	the	
previous	 literature	 which	 includes	 Steinberg	 et	 al.	 (1998),	 De	 Vinney	 and	 Murphy	
(2002),		Cohen	(2003)		Munro	et	al.		(2008),	RNID,	(2009),	Sheppard	and	Badger	(2010),	




All	 the	 participants	 in	 the	 study	 stated	 that	 they	 encountered	 difficulties	 with	
interpreters.	 Sophie,	 Hannah,	 Samina	 and	 Charlotte	 mentioned	 that	 their	 previous	
experiences	with	interpreters	in	other	settings	led	them	to	opt	for	a	Deaf	therapist.	On	




or	 inappropriate	 signs,	 including	 for	 example	 those	 that	 caused	 Natalie	 to	 ‘flip’	 and	
created	a	 stressful	 situation	 for	Rose	 that	affected	her	emotional	 state	 in	a	negative	
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way.	 This	 is	 important	 because	 therapy	 sessions	 are	 meant	 to	 aid	 recovery,	 not	
encumber	them.			
	
There	were	 reports	 of	 abandoning	 BSL	 in	 order	 to	 ensure	 that	 their	 therapist	 really	
understood	 what	 they	 wanted	 to	 say.	 Isabella	 wrote	 down	 her	 story	 so	 that	 the	
counsellor	 got	 all	 the	 details	 that	 she	 felt	 the	 interpreter	 would	 possibly	 miss	 out.		
Natalie	 ended	 up	 having	 therapy	 via	 a	 laptop	 with	 the	 therapist	 in	 the	 same	 room	
because	she	felt	that	there	was	too	much	information	getting	 lost	 in	translation	with	
the	 interpreter	 in	 the	 session.	 This	 had	 a	 deep	 impact	 on	 her	 recovery	 to	 the	 point	
where	she	decided	to	remove	the	 interpreter	from	the	situation	and	have	therapy	 in	
written	 English,	 through	 which	 she	 felt	 that	 she	 could	 get	 more	 benefit	 from	 her	






There	 are	 several	 possible	 explanations	 for	 distrust.	 Each	 participant	 portrayed	
different	 experiences,	 and	 the	 question	 is	 why	 there	 is	 such	 a	 problem	 with	
interpreters?	 There	 are	 several	 possible	 justifications	 for	 this	 which	 are	 (1)	 poor	
judgement	in	choice	of	lexical	signs;	(2)	lack	of	interpreter	training	in	the	mental	health	
field;	 (3)	 the	 interpreter	 may	 be	 unqualified;	 and	 finally,	 (4)	 omissions	 in	 the	
translation	process.	 	 These	explanations	 are	 indicated	 in	 the	data,	which	have	 come	
from	the	participants	themselves,	alongside	my	interpretation	of	their	accounts.			
	
It	 is	 part	 of	 the	 interpreter’s	 role	 to	 omit	 or	 reduce	 what	 is	 being	 said	 from	 one	
language	to	another	during	translation	to	ensure	clarity	(Harvey,	1986;	Kaufert	1990;	
Raval,	2003;	Napier	and	Major,	2012).		In	her	useful	study	of	accuracy	in	interpreting,	
Napier	 (2004:	137)	 found	 that	 ‘every	 interpretation	has	an	omission	potential’	and	 it	
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would	 appear	 that	 omission	 has	 caused	 issues	 for	 four	 of	 the	 participants.	
Nevertheless,	 interpreters	 are	 allowed	 to	 make	 omissions	 based	 on	 cultural	 and	
linguistic	knowledge	to	decide	what	is	relevant	and	what	is	redundant	(Napier,	2004).		
The	 act	 of	 omission	 can	 be	 contrasted	 with	 Husserl’s	 theory	 of	 bracketing	 where	 a	
‘sequence	of	reductions	is	intended	to	lead	the	inquirer	away	from	the	distraction	and	
misdirection	 of	 their	 own	 assumptions	 and	 preconceptions,	 and	 back	 towards	 the	
essence	of	their	experience	of	a	given	phenomenon’	(Smith	et	al.,	2009:	14).			Husserl’s	
use	of	reduction	does	not	mean	omission;	 it	 is	 just	merely	setting	things	aside	to	aid	
the	 interpretation.	 This	 can	 be	 seen	 as	 a	 positive	 act.	 	 On	 the	 other	 hand,	 the	
omission/reduction	 the	 interpreters	make	appears	 to	have	a	negative	 impact	on	 the	
participants.	 	More	 importantly,	this	raises	the	question	that	needs	to	be	asked	-	are	
interpreters	omitting	the	right	parts?	Are	they	actually	comprehending	the	essence	of	
their	 Deaf	 client?	 	 The	 Deaf	 client’s	 interpretation	 of	 their	 essence	 (the	 emotional	







(1987:	 49)	 describes	 the	 therapeutic	 alliance	 as	 a	 ‘powerful	 joining	 of	 forces	 which	
energises	and	supports	the	 long,	difficult	and	frequently	painful	work	of	 life-changing	
psychotherapy’.	Bordin	(1979)	contributes	an	extra	dimension	where	he	differentiated	




underpins	 all	 effective	work.	With	 regards	 to	 the	 literature	 review	 in	 Chapter	 2,	 the	












The	main	 reasons	 for	 lack	of	 alliance	 are	distrust	 (which	has	been	described	 in	 5.2);	
lack	of	 cultural	 competency,	where	 the	 therapist	does	not	 know	enough	about	Deaf	





As	 mentioned	 earlier,	 to	 have	 a	 strong	 alliance	 you	 need	 to	 form	 a	 bond	 which	 is	
usually	with	 two	people;	however,	when	you	add	a	 third	person	 to	 the	alliance,	 this	
raises	the	question	of	who	the	bond	is	with,	 if	there	 is	any	bond.	 In	this	context,	the	
third	 person	 is	 the	 interpreter	 and	 the	 ‘presence	of	 an	 interpreter	 raises	 ethical	 and	
practical	matters	which	are	challenging’	(Trivasse,	2010:	1)	to	all	in	the	therapy	room.		
Some	 of	 the	 participants	 see	 both	 the	 interpreter	 and	 therapist	 as	 barriers	 to	 them	
forming	an	alliance	(Corker,	1994;	Steinberg,	1998;	Glickman	and	Gulati,	2003;	Horton	
et	al.,	2012;	Cabral	et	al.,	2013).		Several	participants	said	that	they	formed	more	of	a	
bond	with	 the	 interpreter	 because	 they	 communicate	 in	 their	 language	 and	 the	 eye	
gaze	 is	 with	 them,	 not	 the	 therapist	 (Steinberg,	 1991;	 Green	 et	 al.,	 2001).	 On	 the	
contrary,	 in	reference	to	 interpreters,	Natalie	said	that	 ‘things	got	 lost	 in	translation’	




‘put	 on	 the	 brakes’	 and	 withhold	 information	 because	 they	 were	 not	 comfortable	
disclosing	information	that	was	getting	lost	in	translation.					
	




social	 circles,	 and	 the	 Deaf	 therapists	 and	 interpreters	 are	 part	 of	 this	 small	 Deaf	




Finally,	having	different	 interpreters	 in	each	therapy	session	 is	a	significant	barrier	to	
forming	 an	 alliance	 (Westermeyer,	 1990;	 Turner	 et	 al.,	 2000,	 Williams	 and	 Abeles,	
2004).	 This	 made	 Hugo	 develop	 a	 distrust	 of	 the	 situation	 that	 made	 him	 feel	
vulnerable	 because	 he	was	 having	 to	 disclose	 his	 innermost	 feelings	 each	 time;	 the	
knowledge	that	more	than	one	person	knows	his	secrets	did	not	make	him	feel	safe.		




feel	 vulnerable,	 and	 for	 Hugo,	 having	 more	 people	 in	 the	 room	 increased	 his	
vulnerability.	 Fundamentally,	 when	 there	 is	 an	 act	 of	 disclosure,	 the	 therapist	
immediately	 flags	 this	 in	 their	 thinking	 and	 considers	 ways	 of	 how	 to	 protect	
themselves	in	order	to	deal	effectively	with	this	disclosure,	because	this	kind	of	sharing	
of	experiences	 could	 lead	 to	a	profound	discourse.	However,	 for	Hugo	 the	profound	
discourse	 with	 his	 therapist	 was	 not	 there	 because	 of	 several	 reasons,	 such	 as	 his	












Cultural	 competency	 involves,	 as	described	by	Whyte	et	 al	 (2013:	3),	 ‘understanding	
one’s	 own	 worldviews	 as	 well	 as	 the	 client’s’	 and	 ‘integration	 of	 cultural	 attitudes,	
beliefs	and	practices	 into	the	building	of	 rapport,	diagnosis	and	treatment,	education	
and	training.’	 	 It	 is	important	for	the	therapist	to	have	background	knowledge	on	the	
client’s	language,	values,	beliefs,	customs,	ethnicity,	behaviour	norms,	community	and	
social	 structures	 (Glickman	 and	 Gulati,	 2003;	 Guthmann	 et	 al.,	 2004;	Willcox,	 2006;	
Glickman,	 2009;	Whyte	 et	 al.,	 2013;	Wright	 and	Reese,	 2015).	 	 This	 is	 reinforced	 by	
Lago	 (2011)	who	wrote	about	 transcultural	counselling	and	 identified	seven	domains	






pick	 it	 up	 and	 she	 alluded	 that	 a	 Deaf	 therapist	 would	 pick	 it	 up	 straight	 away.		
Furthermore,	she	said	it	would	be	hard	to	fake	it	with	a	Deaf	therapist.		The	‘faking	it’	






amongst	 Deaf	 people.	 This	 is	 supported	 by	Glickman	 and	Gulati	 (2003:	 10)	who	 say	
that	‘hearing	people,	uncomfortable	with	the	communication	problems,	are	usually	all	
too	 willing	 to	 accept	 the	 deaf	 person’s	 “empty	 nod”	 at	 face	 value’.	 	 Corker	 (1994)	
recognises	 the	 importance	 of	 picking	 up	 non-verbal	 communication	 in	 therapy	 and	
Williams	and	Abeles	(2004:	644)	reinforce	Corker’s	view	on	non-verbal	communication	
when	 they	 state	 ‘these	 unspoken	 conversations	 are	 vital	 to	 establishing	 and	




Several	of	 the	participants	divulged	that	 their	 therapist’s	 lack	of	cultural	competency	
was	a	barrier	to	recovery	and	made	them	frustrated	because	the	therapist	kept	asking	




talk	 about	 her	 Deaf	 background	more	 than	 her	 real	 problems.	 	 On	 the	 other	 hand,	
Hannah	 (4.6.2.	 Pg	 71),	 who	 had	 a	 Deaf	 therapist,	 said	 that	 if	 she	 had	 a	 hearing	
therapist	 she	 would	 have	 no	 time	 to	 talk	 about	 her	 issues	 whereas	 with	 a	 Deaf	
therapist	there	would	be	no	such	basic	cultural	questions	asked.		For	instance,	Hanna	
spoke	about	Deaf	schools	and	her	Deaf	therapist	immediately	understood	without	any	





and	 feeling	 that	 their	 problems	were	 the	 sole	 focus,	mainly	 because	 there	were	 no	




the	 importance	 of	 the	 therapist	 knowing	 about	 Deaf	 schools,	 as	 she	 obviously	 had	
issues	with	it	and	the	therapist	was	able	to	share	her	experiences	which	made	Hannah	
feel	 validated.	 	 Furthermore,	 it	 must	 be	 pointed	 out	 that	 it	 is	 one	 of	 the	
epistemological	 characteristics	 of	 the	 Deaf	 community	 to	 ask	 which	 school	 an	
individual	went	to,	as	it	reveals	a	lot	about	a	person.	Therefore,	it	would	be	beneficial	






























the	 reference	 to	 four	 eyes.	 In	 this	 context	 it	 represents	 how	 many	 eyes	 the	 Deaf	




this	 has	 on	 the	 client,	 particularly	 Hugo	 who	 felt	 ‘extremely	 uncomfortable’	 and	
‘intimated’	 because	 he	 is	 ‘looking	 at	 four	 eyes,	 not	 two	 eyes’.	 	 This	 contributes	 to	
distrust	and	the	holding	back	of	 information,	and	affects	the	flow	of	communication,	
for	instance,	the	client	would	have	to	consider	who	their	eye	gaze	is	on	thus	disrupting	
their	 thought	 processes,	 and	 additionally	 the	 shifting	 in	 eye	 gaze	 makes	 the	
communication	jarring.		Based	on	Hugo	and	Rose’s	experiences	(as	mentioned	in	5.2),	









another	 person	 in	 the	 therapy	 room	 increases	 anxiety.	 	 Sophie,	who	 already	 suffers	















according	 to	 Whyte	 and	 Smith	 (2010)	 ‘results	 in	 few	 problems	 with	 confidentiality	






The	 therapeutic	 environment	 should	 be	 a	 place	 where	 the	 client	 feels	 free	 to	 be	
themselves,	to	be	listened	to,	to	not	feel	 judged	and	not	be	blamed.		Furthermore,	a	
good	 therapist	will	 listen	with	 empathy,	 acceptance,	 and	understanding,	 and	will	 be	
able	to	communicate	with	the	client	effectively.			
	






It	 is	 important	 to	 state	 here	 that	 the	 therapist	 could	 be	well	meaning	 and	have	 the	
right	attitude	to	the	alliance,	but	a	 lack	of	cultural	competency	of	Deaf	 issues	and	an	
inability	 to	 sign	 could	 render	 the	 therapist	 ineffective,	 as	 happened	 for	 Hugo.		
Consequently,	it	led	to	Hugo	feeling	very	unsafe,	vulnerable,	dazed,	and	confused,	and	








while.	 	 As	 Sophie	 already	 suffered	 from	 anxiety,	 the	 waiting	 time	 to	 hear	 whether	
funding	 would	 be	 approved	 triggered	 feelings	 that	made	 her	 feel	 unsafe	 about	 her	
emotions.	 	Unfortunately,	 the	waiting	 time	 to	get	 funding	 to	 receive	 therapy	 from	a	
Deaf	 therapist	 is	 an	 all-too-common	 experience	 for	 many	 Deaf	 people	 in	 England	
(Hulme,	2015).				
	
Nevertheless,	 for	 Rose	 and	 Isabella,	 a	 therapist	 who	 is	 Deaf	 would	make	 them	 feel	
unsafe	because	of	the	smallness	of	the	Deaf	community.		They	both	alluded	that	they	
would	have	the	fear	of	the	possibility	that	the	Deaf	therapist	may	talk	about	or	gossip	
about	 them	 (see	 5.5).	 	 Like	 with	 any	 small	 community,	 ‘grapevine’	 talk	 and	
backstabbing	is	a	common	occurrence,	and	this	is	no	different	in	the	Deaf	community	
(Munro	et	al,	2008;	Leigh,	2010;	Sheppard	and	Badger	2010;	Cabral	et	al,	2013;	Whyte	
et	 al,	 2013).	 	 It	 would	 appear	 that	 this	 has	 happened	 to	 Rose	 and	 Isabella,	 which	
caused	them	not	to	trust	Deaf	therapists,	not	because	of	any	fault	from	the	therapists	






Isabella,	 Samina,	 Charlotte,	Hugo	 and	Hannah	 all	 shared	 their	 experiences	of	 feeling	
safe.	 	 Collectively,	what	made	 them	 feel	 safe	was	 validation,	 including	 the	 therapist	
showing	 that	 they	care	and	where	 they	both	 (client	and	 therapist)	 shared	 their	 lived	
experiences.		
	
Validation	 ‘is	 the	 recognition	 of	 acceptance	 of	 another	 person’s	 thoughts,	 feelings,	
sensations	and	behaviours	as	understandable’	(Hall,	2012:	1).		In	particular,	for	Samina,	
the	act	of	validation	was	a	very	prevailing	experience	for	her.		Samina’s	therapist	was	
able	 to	 internalise	 Samina’s	 meanings	 and	 respond	 in	 a	 culturally	 appropriate,	
contextual	 way	 (Leigh	 and	 Lewis,	 2010),	 which	 in	 turn	made	 Samina	 feel	 validated.		
Moreover,	validation	is	a	good	sign	of	cultural	competence.		
	
Isabella	 and	 Hannah	 both	mentioned	 that	 the	 therapist’s	 act	 of	 caring	was	 a	 factor	
making	them	feel	safe	and	able	to	form	a	bond	with	their	therapist.	For	 Isabella,	her	
therapist	 showed	 that	 she	 cared	 by	 reading	 her	 storybook	 and	 highlighting	 parts	 to	
discuss	 in	 therapy	sessions.	 	Accordingly,	 the	act	of	 reaffirmation	and	effort	 that	 the	















Yalom,	 in	his	 conversation	with	Wyatt	 (2006),	discusses	how	the	 therapist	 should	be	
able	 to	 share	 a	 little	 about	 themselves	 if	 they	 think	 it	 is	 relevant	 and	helpful	 to	 the	
alliance,	but	states	 that	 they	must	always	bring	 the	conversation	back	 to	 the	client’s	
original	point.		It	is	usual	practice	amongst	most	therapists	to	not	do	much	disclosure;	
however,	with	Deaf	therapists,	 it	 is	a	unique	characteristic	to	share	experiences	on	a	
regular	 basis.	 	Moreover,	 it	 is	 important	 that	 the	 therapist	 does	 not	 elaborate	 their	
experiences	further;	in	other	words,	the	therapist	should	not	share	their	feelings,	but	
instead	 merely	 mention	 an	 experience	 in	 terms	 of	 it	 being	 a	 fact	 that	 something	
relevant	to	the	client	has	also	happened	to	them.	Examples	are	being	brought	up	orally	










One	 of	 the	 benefits	 of	 doing	 qualitative	 research	 is	 that	 the	 data	 are	 rich	 in	 detail	
which	enables	the	researcher	to	look	deeper	into	complex	issues.		The	methodological	
approaches	 (see	 3.4)	 have	 attempted	 to	 be	 rigorous	 in	 covering	 credibility,	
confirmability,	trustworthiness	and	dependability.		
	
I	 believe	 that	my	 being	 Deaf	 is	 a	 strength	 to	 this	 study	 as	 it	 offers	 insight	 from	 an	






My	 supervision	 sessions	 were	 interpreted,	 as	 my	 supervisors	 are	 hearing.		
Consequently,	 the	 set-up	had	positive	 influences	on	 the	 supervisory	discussions	as	 it	
gave	 us	 both	 somewhat	 of	 an	 insight	 on	 how	 a	 Deaf	 person	might	 feel	 accessing	 a	











Nevertheless,	 phenomenology	does	not	 attempt	 to	provide	 generalisable	 findings	 to	
the	whole	Deaf	community,	and	there	are	still	aspects	of	the	study	that	could	provide	




The	next	 limitation	 is	 the	 gender	of	 the	participants.	 	 They	were	 almost	 all	 females,	
with	only	one	male.		However,	it	was	not	a	research	design	criterion	to	have	an	equal	
number	of	males	and	females.		With	regards	to	being	mostly	women,	this	could	have	





Being	 a	Deaf	 researcher	 can	be	 seen	as	 a	 limitation.	 	 The	participants	 could	 assume	
that	 the	 researcher	 knows	 about	 a	 particular	 issue	 therefore	 they	do	not	 go	 into	 as	
much	detail	in	what	they	are	talking	about.		In	addition,	the	Deaf	researcher	could	also	











1. Further	 study	 is	 warranted	 to	 look	 into	 the	 perspectives	 of	 Deaf	 people	
regarding	Deaf	therapists.		The	reason	for	this	is	that	there	were	many	negative	
references	 to	using	 a	Deaf	 therapist	 such	 as	 the	beliefs	 that	 they	will	 breach	
confidentiality	and	they	are	not	qualified	enough.		
	
2. It	 is	 important	 to	 investigate	 the	 topic	of	 ‘essence’	and	whether	 interpreters’	
really	do	get	the	essence	of	what	the	Deaf	person	is	talking	about	 in	therapy.		










4. This	 study	 focused	 on	 two	 particular	 groups,	 Group	 1	 -	 Deaf	 Therapist,	 and	
Group	 2	 -	 hearing	 therapist	 with	 an	 interpreter.	 	 When	 I	 was	 doing	 the	
recruitment	process,	 there	were	a	 considerable	number	of	people	who	came	











is	 important	 to	 question	 our	 assumptions.	 I	 also	 discuss	 the	 use	 of	 myself	 as	 a	
researcher,	covering	both	academic	and	personal	views.		
	
I	 had	 one	 main	 assumption	 at	 the	 start	 of	 the	 research	 process	 because	 of	 my	






what	 it	was	 like	for	a	Deaf	person	to	receive	therapy,	especially	the	 length	of	time	 it	
took	them	to	get	therapy.	I	knew	from	experience	that	some	Deaf	people	were	told	to	




Because	of	what	 I	knew,	 I	wanted	to	be	able	 to	contribute	to	the	evidence	pool	and	
prove	 that	 ‘receiving	 therapy	 is	 better	 with	 a	 Deaf	 therapist’,	 which	 was	 the	 first	
assumption	I	made	before	the	research	process	started.		
	
As	 I	 started	 to	 build	 the	 study,	my	 researcher	 role	 started	 to	 overtake	 the	 personal	
assumption	 I	 initially	had.	 	 It	would	appear	 that	 it	was	 the	process	of	 learning	about	
ethics,	rigour	and	in	particular	credibility	that	has	enabled	me	to	look	at	the	research	
from	 a	 different	 angle.	 	 Thereafter,	 I	 wanted	 to	 be	 able	 to	 produce	 a	 study	 with	
credibility	and	trustworthiness	that	readers	could	refer	to.	 	 	This	meant	that	 I	had	to	
produce	 a	 fair	 study	 where	 readers	 could	 clearly	 see	 the	 experiences	 and	make	 up	
their	own	mind.		
	
As	 with	 any	 research,	 there	 are	 always	 concerns	 about	 whether	 participants	 would	
come	 forward	 during	 the	 recruitment	 stage.	 	 I	 was	 pleasantly	 surprised	 with	 how	
quickly	 they	 came	 forward	which	meant	 I	was	able	 to	 start	 the	 study	very	 swiftly.	 	 I	




in	research	 interviews.	 	 I	was	conscious	about	what	questions	to	ask,	when	to	probe	
and	how	to	deal	with	emotions	from	the	participants,	as	it	is	in	my	personal	nature	to	





I	 believe	 that	 my	 being	 Deaf	 enabled	 me	 to	 elicit	 more	 information	 from	 the	
participants,	which	was	also	assisted	by	 the	 interview	style	being	quite	 informal	and	





The	 length	of	 the	 interviews	 for	Group	1	and	Group	2	were	slightly	different.	 	There	
was	more	 time	 spent	 on	 interviews	 with	 those	 who	 had	 a	 hearing	 therapist	 via	 an	
interpreter	 (Group	 2).	 	 I	 wrote	 in	 my	 reflexive	 journal	 about	 this,	 and	 questioned	
whether	 it	 was	 a	 result	 of	 my	 bias;	 however,	 after	 a	 few	 more	 interviews	 and	


















I	 have	 learnt	 that	 to	 produce	 a	 quality	 research	 study	 it	 is	 crucial	 to	 be	 organised,	
dedicated,	committed	and	adherent	to	deadlines.		This	has	proved	quite	difficult	with	









This	 chapter	 pulled	 together	 findings	 which	 were	 discussed	 and	 interpreted.	 	 The	
discussion	was	presented	under	five	headings	which	were	(1)	Distrust	of	interpreters,	
(2)	When	the	alliance	does	not	work,	 (3)	The	 importance	of	cultural	competency,	 (4)	
Two	Eyes	Four	Eyes	 -	how	 looking	at	more	 than	one	pair	of	eyes	affects	a	person	 in	
therapy,	 and	 (5)	 The	 need	 to	 feel	 safe	 and	 secure	 in	 therapy.	 	 The	 strengths	 and	
limitations	 of	 the	 study	 have	 also	 been	 commented	 on	 and	 recommendations	 on	







lack	 of	 self-disclosure	 and	 therapeutic	 rupture.	 	 Fundamentally,	 this	 makes	 Deaf	





Notwithstanding	 this,	 it	 is	 also	 equally	 clear	 to	 see	 the	 positive	 benefits	 of	 having	 a	
Deaf	therapist.	 	 	For	 instance,	a	Deaf	therapist	 is	culturally	competent;	thus	the	Deaf	
client	gets	 the	 full	advantage	of	 the	 therapy	session	because	 there	 is	no	questioning	
about	their	Deaf	background,	and	the	only	questions	that	are	asked	are	linked	to	their	
need	 for	 therapy.	 	 Sharing	 one’s	 experiences	 and	 knowledge	 of	 what	 other	 Deaf	
people	 have	been	 through	 is	 seen	 to	 be	 a	 factor	 contributing	 toward	 a	 constructive	
therapeutic	 alliance,	 as	 it	makes	 the	Deaf	 client	 feel	 normalised,	 less	 isolated,	more	





















has	 resulted	 in	 significant	 amounts	of	 rich	qualitative	data	 that	have	been	discussed	
and	 interpreted	 in	 previous	 chapters.	 	 This	 concluding	 chapter	 briefly	 highlights	 the	
approach,	 emerging	 themes	 and	 points	 of	 interest	 from	 the	 discussion	 chapter	
followed	by	recommendations	for	research	and	practice.		
	
The	 study	 used	 Smith,	 Flowers	 and	 Larkin’s	 (2009)	 interpretative	 phenomenological	
analysis	 as	 its	methodological	 approach,	 and	 the	 lifeworlds	 of	 the	 participants	were	
explored	 using	 a	 phenomenological	 lens.	 	 This	 approach	 enabled	me	 to	 interview	 8	
Deaf	participants	where	each	gave	a	 very	 rich	personal	 account	 thus	allowing	me	 to	























The	 literature	 review	 on	 Deaf	 perspectives	 in	 therapy	 identified	 10	 papers	 using	 a	
comprehensive	 and	 systematic	 search	 strategy	 where	 databases	 and	 journals	 were	
accessed.	 	 The	 common	 themes	 across	 this	 review	 were:	 (a)	 barriers	 to	 accessing	
mental	 health	 services,	 (b)	 deaf/hearing	 therapist,	 (c)	 interpreters,	 and	 (d)	 cultural	
competency.	 	 The	 findings	 from	 my	 study	 concur	 with	 most	 of	 these	 themes,	 in	




In	 previous	 literature	 there	 were	 discussions	 about	 the	 need	 for	 therapists	 to	 be	
culturally	competent	but	very	little	detail	about	why	they	need	to	be,	and	I	believe	that	
my	 study	 provides	 an	 in-depth	 outline	 of	 the	 reasons	 why	 cultural	 competence	 is	
important	when	 dealing	with	Deaf	 clients.	 For	 instance,	 lack	 of	 cultural	 competence	
generates	 negative	 feelings	 for	 Deaf	 clients	 such	 as	 feeling	 vulnerable	 and	 unsafe;	













had	 distrust	 issues	with	 their	 interpreter,	which	 in	 turn	 impacted	 their	 therapy	 in	 a	
negative	way.		There	are	several	possible	justifications	for	this	distrust	of	interpreters	
which	are:	 (1)	the	 interpreter’s	poor	 judgement	 in	choice	of	 lexical	signs	(2)	a	 lack	of	
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interpreter	 training	 in	 the	mental	health	 field	 (3)	 the	 interpreter	may	be	unqualified,	
and	finally,	(4)	interpreter	omissions	from	the	translation	process,	where	the	omissions	
could	 contain	 the	 ‘essence’	 of	 what	 the	 Deaf	 person	 is	 saying.	 	 The	 distrust	 of	
interpreters	 led	 two	 of	 the	 participants’	 to	 use	 SSE	 instead	 of	 BSL,	 and	 two	 more	
participants’	resorted	to	written	English	to	get	the	essence	of	what	they	wanted	to	say	

















to	 an	 interpreter	 or	 a	 Deaf	 therapist	makes	 the	 client	 feel	 exposed	 because	 of	 the	
smallness	of	the	Deaf	community.		It	has	been	shown	that	where	the	alliance	does	not	















barrier	to	recovery.	 	This	 is	 in	contrast	to	the	participants	who	had	a	Deaf	therapist;	
they	reported	that	their	therapist’s	cultural	competence	made	them	feel	understood	








The	 effect	 of	 looking	 at	 four	 eyes	 makes	 the	 Deaf	 person	 feel	 uncomfortable,	




is	 not	 an	 issue	 for	 them,	 even	 though	 they	 sometimes	 have	 problems	 with	 the	
interpreters	in	terms	of	translation;	it	is	their	preferred	mode	of	therapy	due	to	trust	












Half	 of	 the	 participants	 reported	 feeling	 unsafe	 because	 of	 the	 therapist’s	 lack	 of	









This	 study	 contributes	 to	 existing	 literature	where	 it	 reinforces	 that	 Deaf	 people	 do	









to	 be	 small	 in	 sample	 size,	 which	 typically	 means	 that	 the	 findings	 cannot	 be	
generalised;	however,	such	generalisation	was	not	the	intention	of	my	study.		Rather,	
the	 findings	 can	 be	 used	 to	 give	 a	 restricted	 but	 valuable	 insight	 into	what	 therapy	
experiences	 could	 be	 like	 for	 a	 range	 of	 clients	 from	 the	 UK	 Deaf	 population.			
Furthermore,	most	of	the	participants	were	women;	is	unknown	whether	having	equal	





from	 one	 service	 provider.	 	 It	 could	 be	 that	 if	 they	 had	 experiences	 with	 Deaf	






it	 is	 important	 to	 look	at	 the	perspectives	of	Deaf	people	on	Deaf	 therapists	 such	as	
their	views	of	using	Deaf	therapists,	because	it	was	clear	from	the	study	that	some	of	
the	participants	had	issues	with	trust,	confidentiality	and	level	of	qualifications	of	the	
Deaf	 therapists.	 Secondly,	 future	 studies	 should	 examine	 whether	 the	 interpreter’s	
process	 of	 strategic	 omission/reduction	 unconsciously	 removes	 the	 ‘essence’	 of	 the	









used	 to	 educate	 Deaf	 people	 about	 therapy	more	 effectively.	 This	 could	 increase	 in	
their	 mental	 well-being;	 for	 example,	 if	 they	 learn	 more	 about	 the	 relevance	 of	 a	
therapist’s	 cultural	 competency,	 they	 may	 be	 likely	 to	 consider	 working	 with	 Deaf	















to	 a	 British	 Sign	 Language	 user.	 	 The	 impact	 it	 has	 on	 the	 BSL	 user	 if	 the	 therapist	
cannot	 sign	 or	 is	 not	 knowledgeable	 about	 their	 Deaf	 background	 is	 serious	 and	
negatively	 affects	 their	 emotional	well-being.	 	 To	develop	 this	 competence,	 it	would	
not	be	enough	to	read	from	books	or	attend	a	basic	sign	language	or	Deaf	awareness	
course.	Realistically,	 to	be	culturally	 competent,	a	person	would	need	 to	understand	





It	 is	 recommended	 that	 those	 with	 specialist	 expertise	 in	 this	 area	 should	 educate	
hearing	therapists	about	taking	on	a	Deaf	client,	with	a	focus	on	how	the	alliance	can	






mental	health	and	how	 to	 interpret	 in	 therapy	 situations	before	 taking	on	a	 therapy	
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assignment.	 This	 would	 give	 them	 background	 knowledge	 on	 how	 to	 deal	 with	
emotions	 in	 therapy	 settings	 and	 an	 awareness	 of	 appropriate	 lexical	 signs	 for	 the	







provider,	 to	 raise	 their	 profile	 among	 Deaf	 people	 with	 a	 particular	 focus	 on	
confidentiality	 and	 trust.	 	 The	 aim	 of	 this	 is	 to	 educate	 and	 reassure	 the	 Deaf	







to	 avoid	 generating	 feelings	 of	 being	 unsafe,	 therapeutic	 rupture	 and	 dropping	 out.			
The	service	provider	that	the	Deaf	client	is	under	must	take	responsibility	of	ensuring	
that	 the	same	 interpreter	 is	booked	throughout	 the	whole	 therapy	session	block.	 	 In	







not	 being	 able	 to	use	BSL	because	of	 not	 trusting	 the	 interpreters’	 translations.	 The	
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positives	of	 having	direct	 contact	with	 a	Deaf	 therapist	who	 can	 sign	 included	many	
benefits	such	as	feeling	safe,	understood,	and	able	to	share	experiences.	It	is	therefore	
recommended	 for	 the	 Deaf	 client	 to	 receive	 therapy	 with	 a	 direct	 therapist	 who	 is	
culturally	competent	and	fluent	in	sign	language.		If	CCG’s	start	to	commission	a	Deaf	







experiences	 of	Natalie,	 Isabella,	 Hugo,	 Rose,	 Samina,	 Hannah,	 Sophie	 and	 Charlotte.		
Furthermore,	 their	 contributions	 have	 been	 used	 to	 add	 to	 the	 mental	 health	 and	



































































































































































































































































































































































































































































































































































































































































































































































































Today is the day of the first interview.  The video camera made me 
nervous - a lot of thoughts were running through my head, what if 
it does record, what if it goes off half way and what implications 
this would have on the interview.   
 
I told Natalie that I would need to see the video is recording and 
that it has not stopped during our interview.  I felt grateful that she 
understood about this as the camera could be seen as interference.  
As it happens, I visited the camera twice during the first part of the 
interview when we went through consent forms.  I decided that I 
had to trust the camera and deal with the consequences if it did 
not record the full interview.   
 
The first thing I did when I got back home was to look at the video, 
phew, it recorded the whole interview.  I look forward to translating 
the video so that I can start analysing.   
 
My heart sank when Hannah told me that she had a hearing 
therapist before she saw a Deaf therapist.   I travelled a long way to 
interview her.    There were negative thoughts running through my 
head such as ‘what if this is a waste of time?’   I decide to carry on 
with the interview as I am there anyway.  Hannah told me that she 
never really had a hearing therapist as it was done through email. 
I could see the cloud lifting from my head by this news; it meant she 
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did not really receive the full benefit to be able to make 
comparisons with a Deaf therapist.  I can use her for my research.  
 
I felt that Hannah and I bonded really well.  There were times 
where I over shared my experiences but I could see that Hannah 
was thirsty for this kind of interaction. For instance, Hannah spoke 
about Deaf counsellors and their lack of qualifications.  She had 
assumed that Deaf therapists received basic counselling training.  I 
knew this was not true.  Do I leave it and let Hannah think this or 
do I tell her that this is not true?  Do I take off my researcher hat or 
leave it on? I decided it was through the greater good to tell her 
that Deaf therapists do go to university and study to get 
qualifications now.  
 
I found myself thinking who she is talking about when Rose was 
talking about a Deaf therapist she did not get on well with.  Why 
did I feel the need to want to know this information as it is not 
beneficial to the research?  I decided it was more to do with my 
curiosity and let it go.  
 
Hugo was telling me about his bad experiences with his hearing 
therapist and that he had different interpreters for each therapy 
session.  I felt angry that he had to go through that especially when 
it all could have been avoided by seeing a direct therapist.   
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